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ETIOLOGY AND REHABILITATION 


R. M. B. MacKENNA, M.D., F.R.C.P. 
LONDON, ENGLAND 


M* FIRST duty is to convey to the officers and members of the 
American Dermatological Association warm fraternal greetings 
from many colleagues. The Director General of the Medical Services of 
the British Army, Lieutenant General Sir Alexander Hood, has instructed 
me to wish you a highly successful meeting, to convey to you greetings 
from his service and to say that one of the first priorities on his research 
program is an inquiry into certain tropical cutaneous diseases. 

The Council of the British Association of Dermatology and Syphi- 
lology, the St. John’s Hospital Dermatological Society (which incorpor- 
ates the London Dermatological Society) and the Group of Dermatology 
of the British Medical Association have charged me to deliver their 
greetings and good wishes. Individual dermatologists in Great Britain 
have so loaded me with personal messages to many American eminent 
men that I fear that only some 50 per cent of these messages will be 
conveyed as they should be, personally to the recipients. I ask the 
indulgence of those whom I have disappointed in this respect; if any 
wish personal news of colleagues in Great Britain and will speak to me 
after the meeting, I shall gladly give the information sought. 

My second duty is to express my deep appreciation of the honor 
you have done me in inviting me to attend the sixty-seventh annual meet- 
ing of your association as your guest and to appear on your program. 

In Great Britain the American Dermatological Association has the 
highest regard, and I appreciate sincerely the privilege of your invitation 
and the distinction which you have conferred on me by allowing me to 
address you. For this privilege and this distinction I ask you to accept 
my warmest thanks. 

CAUSATION OF DISEASE 

When consulting elementary textbooks of medicine one is often 
left with the impression that the causation of disease is a simple matter. 
Diseases, it would appear, are largely due to microbes: If one swallows 


Read at the Sixty-Seventh Annual Meeting of the American Dermatological 
Association, Murray Bay, Quebec, Canada, June 3, 1947, 
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typhoid bacilli, typhoid fever develops ; if one swallows cholera vibriones, 
cholera develops; if one inhales pneumococci, in a few days one will 
require treatment for pneumonia. Already, it would seem, the writers 
of these books have forgotten that when Pettenkofer of Munich was 
fighting a losing battle with Robert Koch he actually drank a culture of 
“comma bacilli” supplied by his rival, and cholera did not develop. 
Several theories can be advanced to explain why he escaped the disease, 
but the great Koch gave only a somewhat enigmatic reply when he 
learned of the incident. ‘There can be no cholera”, he said, “without 
the comma bacillus.” 

For teaching purposes the story is worth remembering ; for there are 
many undergraduate students who find dermatology a difficult subject, 
because they cannot understand why, when the lesions are evident, 
tangible and even odoriferous, their teachers are often hesitant in attribut- 
ing a definite eruption to the malevolent effect of a specific organism. 

For their sakes, of course, a certain dogmatism is permissible, but 
once one starts to be dogmatic about the causes of cutaneous disease one 
is likely to commit more errors in a sentence than one would normally 
commit in a week’s utterance. At present I want to lead your thoughts 
out of the comfort of dogmatic belief into the paths of heresy and schism ; 
for, in my opinion, unless we dermatologists can obtain more information 
than we now possess concerning the causes of certain diseases, we are 
unlikely to be able to serve our communities adequately in the matter of 
rehabilitation, which, as I hope to show, is a profitable and largely 
unexplored field for our endeavors. 

It has long been recognized, more by tacit understanding than 
by specific proof, that there is a higher incidence of cutaneous diseases 
among poor than among well-to-do persons, and it has been assumed 
that the factors of overcrowding, propinquity, poor nourishment and 
manual labor (which carries a higher hazard of risk than white collar 
work) are responsible for this. Further, it is generally believed that the 
birth rate is higher among poor families and therefore the children 
receive less supervision and attention than do their more fortunate 
compatriots in higher social circles. I have often wondered whether 
these beliefs are valid; possibly they are, but it would be interesting to 
have a statistical survey of the problem. The only relevant data which 
I know are those published by Mellanby*? some years ago, concerning 
the relation between the sizes of families and the incidence of pediculosis 
capitis. In a group of 3,000 children in England, in 1939, he observed 
that those from the large families were the most frequently verminous. 
He noted that always there was an increase in the incidence ratio of 
infested heads as the families grew larger. 


1. Mellanby, K.: Relation Between Size of Family and Incidence of Head 
Lice, Pub. Health 56:31, 1942. 
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Mellanby suggested that lousiness in small children is probably 
correlated with poverty. He made the interesting comment that 
“,. . among the poorer sections of the community in industrial cities 
large families are by no means as common as is frequently believed, for 
families containing only one or two children constitute nearly three- 
quarters” of those investigated. Obviously, if they are valid, these 
observations have a bearing not only on the incidence of lousiness of the 
head but on the incidence of other diseases, including pyoderma. 
Further, these conclusions are of some interest because they can be 
correlated with observations made in Britain during World War II 
concerning the incidence of infestation with lice among women entering, 
or already enrolled in, the Women’s Auxiliary Air Force. Rollin? 
investigated this problem. He correlated the incidence of infestation with 
head lice among these women, not with the income levels of their families 
in civilian life but. with the intelligence of the infested persons, and 
observed that pediculosis capitis was more prevalent among the less 
intelligent persons. Can it be assumed, therefore, that both poverty and 
such personal neglect as leads to infestation with head lice should really 
be correlated with intelligence levels (so far as western civilization is 
concerned), and, if so and if there is in fact a higher level of cutaneous 
disease among the poor than among well-to-do families, is the primary 
cause a matter of low intelligence and not one or. other of the factors 
of overcrowding, propinquity, poor nourishment and the like, which I 
mentioned earlier ? 

In 1944 I suggested that neurodermatitis, seborrheic dermatitis, 
prurigo simplex and pruritus of the anus or vulva are disorders fre- 
quently encountered in obsessional persons, exudative dermatoses in 
narcissistic persons and rosacea, pompholyx, hyperhidrosis and excoriated 
acne (des jeunes filles) in those with an anxious temperament. Witt- 
kower® suggested that although this approach is fruitful it has the 
handicap of assigning a large variety of cutaneous diseases to a small 
number of personality categories and fails to correlate the personality 
features with the actual symptoms displayed. He suggested that it is 
more satisfactory to break up personality types into traits and to arrange 
the cutaneous phenomena according to the focal points and focal conflicts 
to which they pertain. 

Four focal points of importance in dermatology are: self esteem, 
sexuality, aggressiveness and cleanliness. 

Wittkower suggested that seborrheic dermatitis and sycosis are 
associated with conflicts concerning self esteem, rosacea, acne vulgaris 


2. Rollin, H. R.: Pediculosis Capitis and Intelligence in W.A.A.F. Recruits, 
Brit. M. J. 1:475, 1943. 

3. Wittkower, E., in MacKenna, R.M.B.: Modern Trends in Dermatology, 
London, Butterworth & Company, Ltd., 1947, chap. 11. 
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and pruritus vulvae et ani with conflicts concerning sexuality, prurigo 
simplex with conflicts concerning aggressiveness and neurodermatitis 
(using this term in its widest sense) with conflicts concerning cleanli- 
ness. “The psychodynamics of skin disease can therefore be conceived 
and summed up as follows. Individuals who may or may not be constitu- 
tionally predisposed to skin disease and who are predisposed to emotional 
conflicts, especially in the spheres of self esteem, sexuality, aggressiveness 
and cleanliness, are exposed or expose themselves, to situations which 
intensify these conflicts. This intensification either, causes anxiety, 
feelings of guilt, an urge to confess and a desire for self punishment, or it 
leads to emotional dissociation and flight into illness with display of belle 
indifference. On both occasions skin mechanisms, or mechanisms related 
to the skin, come into operation; these mechanisms are similar to the 
blush of modesty, the blush of innocence, and the flush of rage, or to the 
itching of a person who feels unclean, or the scratching of a person 
who is confronted by a different task.” 

Be that as it may, the real point I wish to make is this: I submit 
that in considering the causation of cutaneous disease most dermatologists 
have for too long failed to consider the patient as a complete entity. 
We dermatologists have concentrated on his body and have neglected 
his mind and spirit. In therapeutic matters we can often succeed despite 
this neglect, for all unwittingly as therapeutists we act as parent substi- 
tute, father confessor and liberator. But when one considers the causation 
of disease one must carefully make a proportionate assessment of the 
psychologic and the physical factors. 

Now, if that point is understood, I should like to return to the 
question of infection. 

The standard elementary teaching concerning impetigo contagiosa 
is that it is an acute or subacute infection of the skin, caused by strepto- 
cocci or staphylococci. Streptococcic impetigo may be differentiated 
from the staphylococcic variety by certain differences in the appearance 
of the lesions. 

During World War II, two different groups of investigators in the 
British Army independently considered the problems presented by 
impetigo. These investigators were Bigger and Hodgson * and Sheehan 
and Fergusson. The vital matter in their investigations depended on 
the fulfilment of certain of Koch’s postulates, those whic’ :nsist that an 
organism is not to be inculpated as the cause of a disease unless it can be 
cultured from the lesions and subcultured and can produce signs and 
symptoms of the original malady when reintroduced into the body. 
Sheehan and Fergusson observed that they could not reproduce the 


4. Bigger, J. W., and Hodgson, G. A.: Impetigo Contagiosa: Its Cause and 


Treatment, Lancet 1:544, 1943. ‘ 
5. Sheehan, H. L., and Fergusson, A. G.: Impetigo, Lancet 1:547, 1943. 
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lesions of impetigo unless they applied to traumatized skin heavy con- 
centrations of the organisms, Staphylococcus aureus, cultured from 
impetigo lesions; normal skin was invulnerable. Bigger and Hodgson 
failed to reproduce the lesions and postulated that impetigo could not 
develop unless a certain factor, which they called “X,” was present in 
the skin. This factor might be animate or inanimate, physical or chemi- 
cal; they expressed the opinion that probably it was inanimate. It is 
possible that the “X” factor of Bigger and Hodgson may be the abnor- 
mality or absence of one or more of the factors which are responsible for 
the mechanism of autogenous disinfection of the skin. I shall refer to 
this matter again. | 

In a later paper * Bigger and Hodgson observed that in impetigo 
pathogenic organisms persisted at the sites of the lesions despite the com- 
plete regeneration of the epithelium and, further, Staphylococcus pyogenes 
and Streptococcus pyogenes could often be isolated from the normal 
skin, nostrils or throat of patients with lesions on the cheeks. In a 
later investigation, carried out in the Army, Davies, Dixon and Stuart- 
Harris * obtained much the same results. | 

These investigations all seem to indicate that beliefs concerning the 
pathogenesis of impetigo require careful reconsideration. I think that 
further work will show that in many of the so-called staphylostrepto- 
dermas considerable revision of views concerning the exact role caused 
by bacteria is necessary. The position at present would seem to be 
analogous to the position in the Pettenkofer-Koch dispute concerning 
cholera, “There can be no cholera without the comma bacillus”; simi- 
larly, “ ... there can be no impetigo without staphtylococci or strepto- 
cocci: no ecthyma without streptococci: no folliculitis or sycosis without 
staphylococci....” But that is rather different from saying that sycosis 
and impetigo and the other staphylostreptodermas are caused solely by 
staphylococci or streptococci. 

The mechanism of autogenous disinfection of the skin obviously is 
a matter which those interested in etiology and rehabilitation must con- 
sider seriously. American authorities, such as Pillsbury,’ have studied 
the matter seriously. In England, Burtenshaw® made two masterly 
surveys of the subject. The problem may be divided into two parts: (1) 
the resistance of the deeper layers of the skin to organisms which have 
penetrated through the epidermis and (2) the resistance of the epidermis 


6. Bigger, J. W., and Hodgson, G. A.: Impetigo Contagiosa: Treated with 
Microcrystalline Sulphathiazole, Lancet 2:78, 1944. 

7. Davies, J. H. T.; Dixon, K., and Stuart-Harris, C. H.: Therapeutic Trial 
of Penicillin in Infective Condition of Skin, Quart. J. Med. 14:183, 1945. 

8. Pillsbury, D. M.: Management of Bacterial Infections of Skin, J. A. M. A. 
132:692 (Nov. 23) 1946. 

9. Burtenshaw, J. M. L., in MacKenna, R. M. B.: Modern Trends in Derma- 
tology, London, Butterworth & Company, Ltd., 1947, chap. 8. 
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to bacterial lodgment and invasion. Probably it ,is the second of these 
which is of major importance in the matters at present under discussion. 

As at present understood, the mechanism of disinfection of the 
skin depends on extrinsic and intrinsic factors. 

The extrinsic factors include such diverse matters as personal hygiene 
and the bactericidal effect of sunlight. The intrinsic factors include the 
type of skin invaded (ichthyotic, seborrheic or normal), desquamation, 
acidity of the skin, presence of fatty acids with their esters and soaps 
and action of certain ill defined antibacterial agents, s:ch as lipase. 

From the clinical standpoint it is necessary to know a good deal 
more about the conditions which lead to the breakdown of the mechanism 
of autogenous disinfection. I presume that, as a method of treatment, 
beneficially to influence this process of disinfection would be a satisfac- 
tory thing to do; but by saying this, I am placed in a paradoxic position 
vis-a-vig my earlier remarks concerning the bacterial causation of 
disease. 

In effect, what I am now implying is that infective bacterial derma- 
: titis develops because the skin is rendered vulnerable by a breakdown 
in the mechanism of autogenous disinfection; bacteria obtain a foot- 
hold, and the signs of disease develop. If the mechanism of autogenous 
disinfection can be restored, the organisms will be killed and the dis- 
ease will disappear. But—and here is the paradox—it is known that 
the lesions can heal while many of the organisms remain, and, when 
this happens, presumably the mechanism of autogenous disinfection 
remains: impaired. 

I cannot solve this paradox in the present state of our knowledge, 
yet it is an important matter which must be solved if adequate measures 
for rehabilitation in these cases are to be devised. 

Further, as a control of rehabilitation measures, if the mechanism 
of autogenous disinfection is of importance in infective diseases of the 
skin, the time may come when by an estimation of the degree of 
restoration of this mechanism a patient’s progress toward cure can be 
measured, much in the same way as the erythrocyte sedimentation rate 
is used to gage the progress of a convalescent patient who has had 
rheumatic fever. 

Of the causation of seborrheic maladies there is but little knowledge. 
For reasons which I am going to discuss elsewhere, I believe that these 
diseases are fundamentally due to endocrine dysfunction, but there are 
many precipitating factors. Focal sepsis possibly is of importance in 
this connection. Dietetic factors are possibly important, but I think 
less so than is generally believed, although I have wondered whether 
the seborrheic person is one who has less ability to absorb and to refect 
vitamins of the B complex than other persons. Certainly psychologic 
factors often are responsible for precipitating attacks of the malady. 
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I will leave now this question of the causation of cutaneous diseases, 
because enough has been said to indicate that if one turns over the 
pages of any dermatologic textbook and reads carefully the paragraphs, 
the all too short paragraphs, concerning the genesis of disease, one will 
find there a mass of beliefs stated as facts, many of which should now 
be checked, using the most modern methods of scientific assessment, 
and either confirmed or discarded. Further, if one reads these para- 
graphs with a mind unclouded by prejudice or dogma, one will realize 
that a good deal can and should be added concerning the factors which 
predispose men and women to disease. 


REHABILITATION 


Rehabilitation and revocation are the topics to which I would now 
like to draw your attention. 

In 1943 I organized a serious attempt at the rehabilitation of patients 
witli: cutaneous disease in the Brtish Army. So far as I am aware 
this was a pioneer venture and as such was reasonably successful. 
The successes achieved were in large measure due to F. F. Hellier, 
R. M. Bolam and the resident staff of the rehabilitation center. In 
our early days we learned several lessons: The first was that a rehabili- 
tation center must not be a dumping ground for patients with incurable 
disease. The selection of patients suitable for rehabilitation or revoca- 
tion depends much on the facilities available at the center, but the 
psychologic atmosphere of such a center is of vital importance, and 
a few disgruntled unsuitable patients can have a bad effect on the 
other patients. 

Second, the attitude and cooperation of the staff are of vital impor- 
tance. All of them, from the matron to the humblest ward orderly, 
have to have an enthusiasm and a vocation for the work. We were 
fortunate in this. The selection of personnel is of great importance, 
for the members of the staff have to be prepared to take on many 
duties not normally included in the terms of contract of the personnel 
of a hospital staff. 

Third, the site’ of the rehabilitation center is of importance. We 
had the use of a lovely mansion situated in English parkland, with a 
home farm nearby. This was a psychologic error for the handling 
of some patients. 

Fourth, there should be a first class psychiatrist on the resident 
staff, one who knows a good deal of dermatology and has special 
experience in dermatologic problems. The dermatologist can attend in 
a consultative and advisory capacity, although obviously it is best if he 
is in residence. 

Fifth, in the work of the center it is advisable to avoid prescribing 
disfiguring applications for exposed areas. By the time the patient 
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arrives at a rehabilitation center he should have recovered sufficiently 
so that he does not require much in the way of local applications. But, 
particularly for facial eruptions, the use of pigments should be avoided. 
Chromatic therapy is a valuable measure when properly used, but in 
many cases it has a deleterious psychologic effect on the patient and 
considerably aggravates what I have called the “leper complex,” which 
is one of the complexes that it is the duty of those engaged at the 
rehabilitation center to resolve. 

Owing to lack of experience, I am unsure whether it is best to have 
separate rehabilitation centers for men and women or to deal with 
patients of both sexes in the same establishment. I know that many 
dermatologists would go further and have men, women and children 
ali in the same center. But if this is done, a large establishment with 
a large staff will be required, and possibly the best results can be 
obtained by small units. Bolam *° observed that in military life patients 
with the following types of disease responded best to rehabilitation: 
seborrheic dermatitis of moderate severity and duration, eczema of the 
same degree, severe impetigo, with the patient in the stage of recovery 
( Hellier ** added chronic or relapsing impetigo), persistent or relapsing 
pyoderma, dermatitis from sulfonamide drugs in which there is often 
relapse if there is early exposure to nonspecific irritants, such as sun, 
wind or rough clothing, and lichen planus, with the patient in need of 
psychologic readjustment. Probably in civilian life the list could be 
considerably extended. 

Is rehabilitation worth undertaking? I would say, “Yes,” emphati- 
cally. Of 800 men who passed through our center in the first two 
years, 584 returned to active service, and a follow-up some months later 
showed that 75 per cent were at full duty and 17 per cent on light duty. 
The majority of the 216 men whom we did not succeed in rehabilitating 
were really unsuitable for rehabilitation. The average duration of 
residence at the center was eight and a half weeks. 

What methods should be used in rehabilitation? The first point is 
that the process should begin before the patient reaches the center. 
There should be a psychologic “build-up” of the virtues of the rehabili- 
tation place before the man reaches it. Occupational therapy, both 
diversional and, if possible, remedial, should be commenced in the 
hospital. 

Hellier,* for purposes of discussion, divided rehabilitation into two 
entities, physical and psychologic, but was careful to emphasize that they 
are interdependent. Physical rehabilitation must usually be designed to 
restore and harden the epidermis, to promote a healthy thickening and 


10. Bolam, R.‘M.: Rehabilitation of Patients Suffering from Skin Disease, 
Brit. M. J. 2:539, 1945. 

11. Hellier, F. F., in MacKenna, R. M. B.: Modern Trends in Dermatology, 
London, Butterworth & Company, Ltd., 1947, chap. 17. 
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resilience of the horny layer without irritating the deeper structures, to 
ensure hardening of the deeper tissues and to restore the normal function- 
ing of the sebaceous and sweat glands. 

The ideal graduated regimen of work and exercise has yet to be 
devised. We were amazed to see the amount of hard labor and exercise 
many seborrheic and eczematous subjects could undertake, with apparent 
benefit. The criterion is that each man should be encouraged to do 
suitable work every day within the limits set by his physical incapacity, 
and these limits should be slowly forced to extend by his progressive 
improvement. It is difficult to generalize concerning psychologic therapy. 
Hellier expressed the opinion that often more can be done by common 
sense discussion of the patient’s problems than by involved psychiatric 
measures. 

There is one other matter which can be dealt with in rehabilitation 
centers: the patients can be taught how to live sensibly. 

This leads me to the question of revocation. The tragedy of the 
highly skilled artisan who becomes sensitized to a deleterious dust or 
liquid to which he is exposed daily, and from which there is no escape 
if he returns to his proper job, is a matter of grave concern, for these 
men, are eventually thrown on the unskilled labor market, which is waste- 
ful in manpower and a tragedy for the person and for the family for 
which he is responsible. I should like to see revocational centers 
established for these men, where they could learn a new trade and become 
again really useful citizens. 

Finally, there is the question of the incurables. I think that for 
them the solution would be the establishment of small colonies in which 
each person could work within the limits of his own disability and in 
which all would combine to make each colony a self-supporting economic 
unit. Similar schemes have been successfully. carried out in Great 
Britain with tuberculous patients, in which family life continues; the 
patient has the satisfaction of knowing that he is a responsible and active 
member of a useful community, personal happiness is thus ensured—- 
so far as that is possible in this world—and instead of the patients’ 
being burdensome to society, they are valuable members of the com- 
munity. 

I anticipate that it would be much more difficult to organize a suc- 
cessful colony of this type for patients with dermatologic disease; for, 
when dealing with tuberculous patients one can exploit the factor known 
as spes phthisica and keep the morale of the colony at a high level. But 
the morale of -those suffering from chronic cutaneous disease is often 
poor, and without good morale one cannot get that buoyant and adequate 
cooperation which is necessary to make a success of the venture. 

Nevertheless, it is possible that by efficient organization this dif- 
ficulty can be overcome, and I hope that in one or other of our countries 
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an attempt of this nature will be tried in the not too distant future, for 
the rehabilitation of persons with cutaneous disease is, I submit, a 
pressing matter. There is no doubt that a well organized rehabilitation 
service would save much human wastage. To put the matter on its 
lowest plane, such a service would relieve many outpatient departments 
of the burden of attending to many chronic sufferers, for chronicity 
would not develop in many of these unfortunate persons if they were 
suitably rehabilitated. 

Therefore, I commend the matter of rehabilitation to your attention, 
adding the warning that I have already given, that before rehabilitation 
can be made perfect our knowledge must be greatly increased. 

Gentlemen, it has been a privilege to address you. I hope that in this 
brief sketch of these problems you have found some small items of 
interest. 





GRADUATE EDUCATION IN DERMATOLOGY 


PAUL A. O'LEARY, M.D. 
ROCHESTER, MINN. 


SURVEY of the situation of graduate education in dermatology 

in this country today shows that there are more than twice as 
many neophyte dermatologists in training than when the war started, 
that there are a variety of ways of obtaining this training and that 
the main aim of the majority of these students is to be certified by the 
American Board of Dermatology and Syphilology. I shall endeavor 
to limit my comments to these three points. 

In 1944, Lane and Lewis? enumerated the opportunities for the 
study of dermatology and syphilis in this country and listed the twenty- 
three institutions that were accredited for three years of training, which 
had facilities for 137 students. There were six other institutions that 
offered an accredited two year course to 16 candidates, and seven more 
schools were able to give 7 physicians one year of training. In other 
words, opportunities were available to 160 recent graduates in medicine 
who wished to become dermatologists. 

A questionnaire returned by 21,000 medical officers during the war 
indicated that approximately 300 desired dermatologic training on their 
return to civilian life.2 This estimate was short of the number who 
sought postgraduate education in dermatology since the war ended 
and, strange as it may seem, the demand for specialization in dermatology 
has been proportionately greater than in most of the other special fields. 

After one has talked with a large number of candidates, it is not 
difficult to understand why this great demand for training in dermatology 
has occurred among the medical reservists. It appears that the fol- 
lowing are among the prominent reasons that so many young physicians 
want to become dermatologists: “Social medicine talk” makes the 
younger men feel that a specialist will fare better than a general 
practitioner under such a system, should it become effective; the 


From the Section on Dermatology and Syphilology, Mayo Clinic. 

Presidential address, read before the meeting of the American Dermatologic 
Association, Inc., Murray Bay, Quebec, Canada, June 2, 1947. 

1. Lane, C. G., and Lewis, G. M.: Postwar Graduate Training in Der- 
matology and Syphilology, Arch. Dermat. & Syph. 50:378-384 (Dec.) 1944. 

2. Johnson, V.; Lueth, H. C., and Arestad, F. H.: Education Facilities for 
Physician Veterans, J. A. M. A. 129:28-32 (Sept. 1) 1945. 
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Armed Forces now recognize and reward the specialist by rank and/or 
authority that supersedes that of the nonspecialist; dermatology 
was emphasized in the Armed Forces, because a high percentage of 
the sick calls were dermatologic and in the early part of the war the 
Armed Forces were unprepared for these cases; some of the physicians 
who were in private practice before the war were compelled to start 
over again, and the idea of settling in a new community and embracing 
a specialty appealed to those who had saved some money; hospitals 
and clinic groups are also recognizing and, all too frequently, demanding 
that the staff or clinic members must be certified by one of the specialty 
boards; the aid furnished by the so-called G. I. Bill of Rights makes 
additional training more easily available, and finally, to the uninitiated 
the life of a specialist seems easier and more remunerative than that 
of a general practitioner. 


These factors, together with some other personal reasons, enticed 
so many young, as well as middle-aged, physicians into seeking training 
in dermatology that the facilities available in this country were swamped 
with applicants shortly after the war in Europe ended. American 
dermatology was found negligent at that time in that it had not antici- 
pated and was not prepared to provide the education sought by the 
physician-veterans ; however, many institutions and individual derma- 
tologists readjusted their programs to these demands and set up curricu- 
lums which have now made it possible for many of these physicians to begin 
their training, so that today there are thirty-one institutions accredited 
for three years of training, which have at present 307 students enrolled. 
There are nineteen institutions accredited for two years, with 37 stu- 
dents in attendance, and twelve one year accredited schools, with 12 
students. In addition, there are five institutions, which will accom- 
modate 7 students, that have been approved on an emergency basis for 
one year, and the four centers approved for one year’s training in syphilis 
have 21 students. There are also many young dermatologists in train- 
ing with preceptors, the exact number of which is unknown, because 
all have not as yet registered with the secretary of the American Board 
of Dermatology and Syphilology. Whereas there were 160 apprentices 
in thirty-six accredited training centers in 1942, there are approximately 
360 in training today in sixty-seven such institutions, in addition to 
approximately 55 working. with preceptors. There are probably 50 
more awaiting the opportunity to start their dermatologic education. 


The preceptor-preceptee type of training has been the subject for 
discussion at meetings of several of the specialty boards. Some of the 
boards no longer appoint preceptors and will not accept service with 
them as part of a student’s training, because the results of examinations 
indicate that such training frequently has been unsatisfactory. The 
certified dermatologists who have been appointed preceptors and have 
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accepted apprentices in their offices agree to furnish, as part of the 
training, part-time work in an accredited clinic or institution. Accord- 
ingly, in accrediting such preceptors, it is necessary to appraise not only 
the opportunities a preceptor has to offer but also his interests and 
teaching qualifications, because the welfare of the preceptee is of para- . 
mount importance. The apprentice dermatologist accepts an accredited 
preceptor as an authorized teacher, but, unfortunately, the designation 
of “preceptor” does not convey pedagogic ability. The seventy-eight 
regular and fourteen emergency preceptors who have been accredited 
will help overcome the present lack of training centers, but time and 
experience will tell whether or not they should remain as permanent 
parts of acceptable postgraduate dermatologic training. 

A survey of the institutions accredited for three years of training 
in dermatology shows a decided lack of uniformity in the methods of 
teaching. This is not said critically but rather as a constructive com- 
ment, because although it is possible and probably necessary to regiment 
undergraduate medical education, the same is not true of postgrad- 
uate teaching. Balfour*® has called attention to the fact that some 
forty years ago medical educators organized and set up standards which 
eliminated many of the undergraduate schools that could not meet the 
requirements for adequate undergraduate medical training. Graduate 
schools were started in an effort to make up for some of the deficiencies 
of the medical colleges, and many of these graduate schools were main- 
tained on a commercial basis, so that physicians after a few weeks’ 
training there returned home to set themselves up as specialists. Expedi- 
tions to the medical centers of Europe were on the same basis, but offered 
in addition the opportunity for a more liberal education. The medical 
schools of the larger universities were among the first to note the need 
for improvement and organization of postgraduate education, and their 
efforts resulted in the establishment of graduate training facilities separate 
from those of the undergraduate schools. In fact, the purely educa- 
tional function of the university has gone further, as evidenced by the 
establishment of the Center for Continuation Study at the University 
of Minnesota, where graduates of both the undergraduate and graduate 
schools may return to the campus for a week or two of concentrated 
study in their respective fields. This type of a brushing-up course is 
of importance to general practitioners as well as to qualified specialists. 
Accordingly, medical education at the University of Minnesota is carried 
on in three institutions, the undergraduate school, the graduate school 
and the Center for Continuation Study, so that the function of the 
university does not end at the time of a man’s graduation but continues 


3. Balfour, D. C.: Graduate Medical Education, Quart. Bull., Northwest. 
Univ. M. School 20:8-12, 1946. 
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as long as the student is inclined to take advantage of these additional 
educational opportunities. 

Balfour listed the essentials of adequate graduate training as fol- 
lows: “. . . thorough training in clinical work; full time, supervised 
research in the fundamental fields, and opportunity for adequate, super- 
vised technical experience. .. . there should constantly be available 
through lectures and demonstrations by the faculty, and through con- 
ferences, seminars and staff meetings, every opportunity to acquire 
knowledge of the relation of the student’s major field to other fields of 
medicine. Moreover, he should be given sufficient time for reading, 
study and continuing research, so. that he can fulfill the requirements — 
for the degree of master of science or doctor of philosophy.” I would 
add that the lack of regimentation in graduate teaching, with the oppor- 
tunity for the energetic and outstanding student to work out some of 
his own thoughts and ideas with a free rein but under the guidance of 
an experienced worker in the field, is an essential of graduate education 
in dermatology. 

My experience has been that three years is not long enough in which 
to train the young man of outstanding accomplishments who has the 
ambition, ability and desire eventually to teach dermatology. A clinician 
can be trained in less than three years to practice dermatology well in 
a community. However, those who will be leaders in the field in a 
decade or two must have more than a smattering of the fundamentals 
of the basic sciences. Neither does it seem possible for one physician 
to become proficient in all of the fields related to dermatology, so that 
I have encouraged in the young men who show an aptitude for it a 
dermatologic avocation or hobby. The hobby may be pathology, mycol- 
ogy, physiology or diseases of the blood vessels of the skin or some 
similar basic field, but of sufficient fundamental nature that they may 
devote the rest of their dermatologic lives working with it. This type 
of specialization within a specialty, I believe, offers more promise of 
progress in the field than does training in which concentration of this 
sort is not encouraged. The developing of such hobbies has been made 
possible in many institutions by the excellent cooperation with the 
directors of departments concerned. 

I find it impossible to select the teaching program from among 
the accredited three year institutions that can be called ideal, because 
the director of each institution has set up his course according to the 
physical facilities available, the financial aid at hand, the cooperation 
of his faculty associates, the interest of the college executives in derma- 
tology and his own desire and determination to have dermatology more 
than a subdivision of the department of medicine. And, of course, it 
is understood that each of these factors varies greatly in each school. 
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It is readily admitted that, although the institution which offers 
a three year course in which the student works for an M.S. or Ph.D. 
degree offers the most attractive curriculum, this does not mean that 
the graduates of such a place will be better clinicians or investigators 
or eventually hold a higher percentage of the professorships of derma- 
tology. The physician who subscribed for a basic year in one institu- 
tion and then obtained several years of clinical experience in different 
clinics, because he sought that type of training, may, in the long run, 
be the most productive dermatologist. We all know that the mental 
caliber of the student and not the institution in which he worked is 
the factor which determines the ideal postgraduate curriculum in a 
given case. Nevertheless, the opportunity to obtain advanced degrees 
should be available to more graduate students from more colleges than 
is possible at this time. A completed thesis, dealing with either a clinical 
or a laboratory problem, should be a required part of the graduate 
student’s work toward the degree. The receipt of an advanced degree 
by a graduate student is a source of satisfaction to him and is acknowl- 
edgement by the university that he has fulfilled the requirements for 
minimal training and is ready to begin practice in the special field 
in which he has worked. 

The results of the examinations of the American Board of Derma- 
tology and Syphilology indicate that over a period of years the-students 
from the schools accredited for three years have a slightly higher average, 
with the lowest incidence of failures and conditions. ° 

The institution that is able to offer training in the clinical, laboratory 
and research fields, briefly outlined as follows, meets today’s require- 
ments for minimal postgraduate education : 


Dermatology outpatient service 
Dermatology hospital service 
Dermatopathology laboratory 
Mycology 

Physical therapy 

Research (clinical or laboratory) 


The flexibility in this curriculum is in the first and last services, in 
which the student’s aptitude indicates the need for less time in the out- 
patient service or more time in one of the laboratories. 

This schedule should be augmented by frequent staff meetings, in 
which patients are shown and their conditions discussed, where faculty 
members from allied departments may meet with the dermatologists 
for discussions and where the progress in laboratory investigations 
is reported. A journal club represents another necessary activity 
whereby the current literature is reviewed and discussed. Occasional 
didactic lectures in chemistry, bacteriology, physics or physical therapy 
and allied subjects, given by members of the staff or invited speakers 
interested in these fields may be a part of the curriculum. 
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However, instruction in the basic sciences has been not only a con- 
troversial subject but a difficult project for many institutions to establish. 
The problem has, according to Victor Johnson, recently become acute, 
because there are now more than 10,000 graduate students in the special- 
ties as compared with 5,000 before the war, and it is not possible for 
the undergraduate medical schools which are already overtaxed with 
students to provide organized instruction in the basic sciences for this 
additional large group. It is not possible for me to subscribe to the 
idea that didactic instruction in the basic sciences, a repetition of under- 
graduate teaching for the second or third time, is advisable for graduate 
students; however, although the Mayo Foundation offers formal lec- 
tures in these subjects, it prefers to integrate discussions of the basic 
sciences in the daily clinical work whenever a patient is presented con- 
cerning whom such discussions are pertinent. It is my feeling that it is the 
responsibility of the head of the department or a qualified associate to 
furnish instruction in the basic sciences as applied to various dermatoses, 
rather than to seek this instruction from a member of the medical school 
faculty who is unfamiliar with the dermatologic aspects of the problem. 
The Council on Medical Education and Hospitals* now encourages 
increasingly closer intercourse between the basic sciences and clinical 
experience and correspondingly further divorce between formal didactic 
basic lectures and postgraduate training. Instruction in the basic fields 
should be informal and should be applied to a given case with emphasis 
on the clinical interpretation rather than on the technical procedures 
involved. | 

It is difficult to evaluate the graduates of the institutions which give 
accredited basic work on a purely didactic basis. There is no yardstick 
by which the postgraduate institutions can be measured other than the 
board examinations, and such an appraisal is not accurate because the 
didactic courses are taken by candidates from all: parts of the country 
who have had their clinical training in a variety of institutions, a fact 
which alters or overshadows their basic education. In addition, exam- 
inations, both written and oral, indicate what the student remembers 
but not how well he thinks, which is, after all, most important. 

In certain communities, the dermatologists have cooperated and set 
up a training program in which two or more of the universities are 
participating. The Chicago plan is an example, in which the Universities 
of Illinois, Chicago and Northwestern have combined their faculties 
and facilities and are offering a nine month basic course in dermatology. 
At the University of Minnesota, the hospitals of St. Paul and Minne- 
apolis joined with the University and under the direction of Michelson 
now offer the opportunity for the training of 14 dermatologists instead 


4. Basic Science Instruction in Hospital Residencies, editorial, J. A. M. A. 
133 :697-698 (March 8) 1947. 
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of the 3 or 4 previously accepted. In several schools a reorganiza- 
tion of the department has been carried out and a new curriculum has 
been set up since the war ended, permitting the training of many addi- 
tional students. It is apparently less difficult to secure the dean’s coop- 
eration for such readjustments now than it was several years ago, 
because today such academic officials are familiar with the demands of 
postgraduate education. Reorganizations of these types have added 
many additional opportunities for training. 

In the institutions accredited for three years, the teaching is of two 
types; it is done, first, by those who do not believe in “spoon-feeding” 
their students, and second, by those who have set up a program which 
consists essentially of a series of didactic lectures and demonstrations 
of patients. The latter group apparently is continuing to teach post- 
graduate students on the same formula as that used for undergraduates. 
On the other hand, those who are opposed to didactic teaching other 
than in the fundamental subjects, suggested but not demanded by the’ 
American Board, believe that graduates in medicine retain and develop 
their knowledge better if they work out the problems by actual experience 
rather than by getting it from a lecture. I agree with the advocates 
of this seek-and-search system, and I believe that the ability to teach 
a young man how to think dermatologically is the most important thing 
we have to offer him. The field dermatologists have selected to work 
in and to live by offers unlimited opportunities for original thinkers, 
because so many of its problems are unsolved, and the teacher is more 
effective who stimulates the curiosity of his students to apply some of 
their enthusiasm, courage and energy, plus the instructor’s experience, 
to these unknowns. Hopkins ® has said aptly that in all education the 
essential thing is the teacher. In fact, it is apparent that institutions 
have already demonstrated a tendency to train two types of dermatol- 
ogists: the clinician and the man inclined toward laboratory research 
and teaching. 

Although the personality of a department may reflect that of its 
director, the teaching efforts of the associates and assistants usually 
are reflected in the students. The results of the efforts of the instructors, 
as measured by the examination of its graduates, will vary over a period 
of years, depending not only on the changes in personnel but also on 
the enthusiasm and the caliber of the teaching, and for this reason I 
believe that the American Board of Dermatology and Syphilology should 
send a report of the results of each candidate’s examination to his 
preceptor or clinic director. 

The majority of the candidates for dermatologic training, when 
asked why they seek this additional education, give as their answer, 


5. Hopkins, J. G.: The Education of a Dermatologist, J. A. M. A. 117: 
661-663 (Aug. 30) 1941. 
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“to pass the American Board.” In several hundred applications in which 
this question was asked, only one man expressed the desire to learn derma- 
tology so that he could be of some help to his fellow man. It is unfor- 
tunate that tyro dermatologists have developed this attitude or, saying 
the same thing in another way, it is regrettable that the board examina- 
tions have assumed such proportions in the minds of these young men 
and women. The board has established minimal requirements for 
certification, which apparently are not too rigid for the well trained 
applicant who has availed himself of his opportunities. The basis for 
this statement is the large number of candidates over a period of years 
who have passed the examinations with honors. The poorly trained 
candidate or the one who has endeavored to obtain his training merely 
by association and not by hard work has, of course, found the examina- 
tions difficult. The. caliber of the training, the number of opportunities 
for training and the organization for postgraduate education have been 
materially augmented or improved in this country during the past decade, 
and the responsibility to improve and expand them even more lies 
within the membership of this association. 















SURVEY OF PATHOLOGIC STUDIES OF CUTANEOUS 
DISEASES DURING WORLD WAR Il 
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URING the period of World War II, approximately 8,000 speci- 
mens of skin were received at the Army Institute of Pathology 
for histologic consultation. It is well known that there are problems 
associated with the diagnosis of disease from a section of skin that 
do not obtain in nearly as great a degree to other tissues. In a 
considerable number of cases, changes in the skin produced by a large 
assortment of agents are histologically indistinguishable from each 
other. In such instances the clinical evaluation of the lesions must 
necessarily guide the pathologist’s diagnosis. Ideally, each case should 
have been discussed by the consulting pathologist and the clinician. 
Inasmuch as this was manifestly impossible, the former had frequently 
to rely on the clinical history and the occasional clinical photographs 
submitted with the protocols. Often the histories either were not 
included or were inadequate. - Notwithstanding these limitations, it is 
clear that there are many purely histologic clues to differential diagnosis 
of dermatoses, on which experience with this mass of material during 
these three and a half years, has focused attention. It is primarily 
for the purpose of directing the attention of pathologists—more espe- 
cially general pathologists—to the existence of these clues and to the 
possible development of others that this survey was undertaken. 
From the point of view of the capacity of pathologists to diagnose 
cutaneous diseases, it is possible to divide dermatoses into three groups: 
(1) those lesions that may be recognized on the basis of histologic 
changes alone, in the absence of any clinical history; these constitute 
a sizable group and include chronic lupus erythematosus, granuloma 
annulare, necrobiosis lipoidica diabeticorum, urticaria pigmentosa, pso- 
riasis, lipid proteinosis, certain specific granulomas, dermatitis herpeti- 
formis and others; (2) those lesions that suggest to the pathologist 
a narrow range of diagnoses which may be of distinct help to the 
clinician ; this group includes eczematous dermatitis, keratoses, purpuras 
and toxic erythemas; and (3) those lesions in which the histologic 
appearance is nonspecific. In the accompanying tabulations orientation 
is naturally directed toward the pathologic rather than the clinical 
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aspects of the diseases. When indicated differential histologic features 
are discussed and illustrated by representative photomicrographs. In 
evaluating the relative incidence of these diseases, it is important to bear 
in mind that the proportion of biopsies of any one disease does 
not necessarily reflect its clinical incidence. This must obviously be 
so, inasmuch as common diseases often are easily diagnosed clinically 
and, hence, do not require histologic examination. For example, in 
our series the incidence of seborrheic dermatitis is almost the same 
as that of chondrodermatitis nodularis helicis chronica, although the 
former is actually much more prevalent. 


CASES INVOLVING INFLAMMATIONS 


Perhaps one of the most interesting revelations of the group labeled 
“inflammations” is that approximately 1 of every 4 cases could not 
be coded specifically. If it is assumed that the given specific designa- 
tions were accurately diagnosed then it is encouraging to note that, 
with a minimum of help from clinical records, there is sufficient 
histologic individuality of lesions to permit identification of 75 per 
cent. It may be of interest to single out several of the more striking 
histologic entities for discussion of their microscopic characteristics. 

Lesions from Human Bites.—Of the three lesions resulting from 
human bites, two presented severe cellulitis. In the third, however, 
a well defferentiated squamous cell carcinoma developed at the site of 
the bite within several months. Such an occurrence is certainly not 
to be construed as indicating that single trauma may be responsible 
for the development of cancer. Other factors, such as infection and 
scarring, cannot be excluded. 

Atypical (New Guinea) Lichen Planus (Quinacrine Hydrochioride 
[“Atabrine”] Dermatitis) ——The entity known as atypical or New 
Guinea lichen planus (“jungle rot’) caused serious loss of man power. 
Among the armed forces this disease apparently was first recognized 
in New Guinea and for a time was thought to be confined to that 
region of the Pacific. However, soon afterward other cases were 
observed in the .China-India-Burma Theater and in Italy. The erup- 
tions took several clinical forms: (1) ordinary and hypertrophic lichen 
planus, (2) generalized erythroderma, (3) eczematous dermatitis, (4) 
exfoliative dermatitis and (5) miliaria. Histologically, the lesions 
covered the range of what would be expected in accordance with the 
clinical variants. The more frequent histologic pictures in our series 
included (1) lesions which were indistinguishable from lichen planus 
or lichen planus hypertrophicus (fig. 1), (2) lesions which suggested 
atrophic lichen planus, except for the abundant melanin in chromato- 
phores within the papillary layer, (3) lesions which differed from 
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lichen planus principally by virtue of the extension of the infiltrate 
into the dermis about the appendages as well as the presence of focal 
spongiosis and microabscesses in the rete malpighii and (4) lesions 


TABLE 1.—Cases Involving Inflammations * 
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*It is appreciated that these outlines do not represent a strictly uniform basis for 
pee oo but perhaps the degree of overlapping will not significantly affect their 
practicability. 


which simulated a nonspecific eruption due to drugs, often with eczem- 
atization and occasionally with a psoriasiform pattern. Particularly 
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striking in many of the lesions was the decided acanthosis, which in 
a few simulated extensive pseudoepitheliomatous hyperplasia. 

The common factor in all these cases was the use of quinacrine 
hydrochloride (“atabrine”) as antimalarial suppressive therapy, so that 
the term “atabrine dermatitis” seems justified. It is generally believed 
that-the eruption is caused by “atabrine,’ which is slowly excreted 
after more or less cumulative dosage, perhaps in patients sensitive to 
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Fig. 1—“Atabrine” dermatitis (New Guinea or atypical lichen planus), showing 
hyperkeratosis, prominent stratum granulosum, acanthosis, “saw-toothed” pegs, 
liquefaction degeneration, melanin-filled chromatophores and a mononuclear infiltrate 
concentrated in the papillary and subpapillary layers. 


the drug. Evidence for this belief includes positive reactions in patch 
tests with “atabrine” and in some instances the recurrence of the 
eruption when the drug had been reinstated after the rash had subsided. 
Synergistic factors, such as sunlight, trauma and avitaminosis, may 
aggravate the toxicity of or the sensitivity to “atabrine.” 
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Our material includes, in addition to 168 biopsy specimens, tissue 
from twenty-five autopsies on patients who had “atabrine”’ dermatitis 
at the time of death. The causes of death in these cases were as 
follows: (1) exfoliative dermatitis, (2) aplastic anemia, (3) acute 
hepatitis, including infectious hepatitis, (4) diphtheritic myocarditis 
following pharyngeal diphtheria and (5) unique necrotizing nephrosis. 
It is impossible at this time to be certain as to whether or not the 
various types of damage have a causal or coincidental relationship to 
the administration of “‘atabrine,” but current evidence suggests that 
this drug may indeed be responsible for the visceral lesions. 

Chondrodermatitis Nodularis Helicis Chronica.—The pain caused by 
a small nodule of the ear was responsible for the removal of this 
readily diagnosed lesion, which occurred almost exclusively in men. 
The incidence is not merely a reflection of the ratio between men and 
women in the armed forces but, as might have been anticipated, cor- 
responds to the usual preponderance of this entity in men. The lesion 
is characterized by a nonspecific inflammation of the corium, with 
extension to the cartilage of the ear to produce often perichondritis 
and occasionally associated chondritis. 

Folliculitis Keloidalis—Folliculitis keloidalis occurred in 16 patients, 
of whom one half were Negro. This incidence indicated an actual pre- 
ponderance, of the lesion in Negroes, in view of the fact that in the 
Army the ratio of white persons to Negro was approximately 10 to 1. 
This racial predominance is what would have been expected from 
civilian experience with the lesion. The striking histologic feature was 
the masses of plasma cells which were so dense as to suggest syphilis or 
plasmoma. However, the association of the infiltrate with scar tissue, 
often keloidal in nature, should of itself suggest the diagnosis. 
In the initial stage, the histologic picture was merely that of 
pustular folliculitis, without distinguishing features. The process may 
subsequently fail to resolve and undergo torpid sclerosis, in which the 
plasma cell is the principal inflammatory cell. The location of the 
lesions, especially on the nucha, the occiput or the vertex, was also 
characteristic. 

Granuloma Annulare.—The diagnosis of granuloma annulare was 
easily made as a rule (fig. 2). In a few instances the typical picture of 
an oval focus of degenerated collagen rimmed by palisaded histiocytes 
had not yet fully developed; the diagnosis, then, had to be based on 
the character and focal collections of the histiocytes, which often were 
vacuolated. Occasionally a small suggestive core of collagenous degen- 
eration could be detected after careful examination of several sections. 
No clinical clues pointed to possible rheumatic causation. The lesion 
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is qualitatively similar to the rheumatic nodule, but differs from it in 
that the latter is subcutaneous rather than intracutaneous. 

Vesicular Dermatoses——One of the most interesting of the vesicular 
dermatoses was epidermolysis bullosa, which occurred more commonly 
than might have been anticipated from the previously reported incidence. 
This lesion was provoked often by long marches. From the histologic 
point of view, there was relatively little problem. The vesicle was 
situated within the stratum corneum or between the stratum lucidum: 
and stratum corneum, or it cleaved the whole thickness of epidermis 
from the dermis. In our material we were unable to detect any of the 








Fig. 2.—Granuloma annulare, characterized by an oval focus of fibrinoid degen- 
eration of dermal collagen rimmed by palisaded epithelioid cells (histiocytes). 


qualitative or quantitative defects in the elastic tissue of the corium that 
have been occasionally described. Multiple small epidermal cysts 
(“pseudomiliary cysts”) are frequently associated with epidermolysis 
bullosa and are of differential significance. Difficulty in histologic 
analysis was encountered when the lesions were on the foot and had’ 
been subjected to trauma and infection. The resulting inflammatory 
reaction in the dermis occasionally introduced for differential consider- 
ation dermatitis herpetiformis as well as pemphigus. The vesicles of 
dermatitis herpetiformis were usually distinguishable from other kinds. 
by (1) the cleavage of the epidermis at its junction with the dermis, (2): 
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the reaction of edema, neutrophilic and eosinophilic leukocytes in the 
papillary layer of the dermis forming the floor of the vesicles, and (3) 
the presence of neutrophilic and eosinophilic leukocytes within the 
vesicle itself. Eosinophilic leukocytes were not present in nearly as 
great numbers nor with as great frequency as might be expected from 
descriptions in textbooks. The inconsistency of the peripheral eosino- 
philia in dermatitis herpetiformis was apparently reflected in the cellular 
contents of the vesicles. Occasionally the diagnosis of dermatitis herpeti- 
formis could be made on the observation merely of one or two clumps 
of neutrophilic leukocytes between the epidermis and dermis. The 
histologic picture of the vesicle of acute pemphigus might be indistinguish- 
able from that of epidermolysis bullosa, particularly when there was a 
paucity of dermal reaction. The characteristic acanthosis of pemphigus 
foliaceus and pemphigus vegetans and the abundance of eosinophilic 
leukocytes in the latter made these entities easily recognizable. The 
differentiation of histologically atypical dermatitis herpetiformis from 
pemphigus vulgaris was occasionally a difficult and serious problem. 
The analogous problem occurs clinically, of course, although the gratify- 
ing response of dermatitis herpetiformis to maintenance doses of sulfa- 
pyridine or penicillin is of differential help. The vesicles caused by 
known viruses (smallpox, chickenpox, herpes) offered little problem 
in histologic differentiation from epidermolysis bullosa, pemphigus 
or dermatitis herpetiformis because of the ballooning degeneration, reticu- 
lar colloquation and inclusion bodies in the virus lesions. 


Keratosis Blenorrhagica.—Keratosis blenorrhagica (gonorrheal kera- 
tosis) comprises a syndrome consisting of gonorrheal urethritis, non- 
suppurative arthritis and rather characteristic discrete or confluent and 
localized or generalized keratoses. Twenty-one cases were recorded in 
our series, which would place the incidence considerably higher than 
the frequency of 1 to 5,000 or 1 to 6,000 which is generally quoted. 
The entity is to be differentiated from psoriatic arthropathy and from 
Reiter’s syndrome, which consists of keratosis with nonvenereal urethritis, 
arthritis and conjunctivitis. It appears likely that the cutaneous lesions 
of keratosis blenorrhagica are produced not by the gonococcus directly 
but by a reaction to its products, possibly allergens. This assumption is 
based on the almost constant absence of the gonococcus in the cutaneous 
lesions, their resistance to local therapy and the appearance of lesions 
particularly on the soles, after the manner of dermatophytids. The 
histologic picture of the keratotic lesions was sufficiently characteristic 
to have suggested the diagnosis with considerable assurance. The 
parakeratotic thick scales were usually densely infiltrated with purulent 
infiltrate overlying a regularly acanthotic rete malpighii, which, too, was , 
infiltrated with polymorphonuclear leukocytes often located in spongiotic 
lacunas (fig. 3). These features were strongly reminiscent of the 
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changes in untreated frambesiform yaws. There was also some tendency 
for the lengthened, even and test-tube-shaped rete pegs to simulate the 
corresponding changes in psoriasis, so that differentiation from pustular 
psoriasis might be difficult but was almost always possible. In general, 
in keratosis blenorrhagica the papillae were not so lengthened nor the 
suprapapillary epidermal plates so thin as they are in psoriasis; more- 
over, the purulent exudate seemed more evenly spread in the former. 
Clinically, the scales of keratosis blenorrhagica could be removed more 
easily than those of psoriasis. This tendency was reflected in the histo- 

















Fig. 3.—Keratosis blennorrhagica, showing the loosely attached scale and the 
acanthotic epidermis infiltrated with polymorphonuclear leukocytes often placed in 


lacunas. - 


logic sections, in which there was often difficulty in keeping the scale 
attached to the remainder of the epidermis. 

Lichen Planus—Of all the dermatoses, the histologic criteria for 
the diagnosis of lichen planus are perhaps the most clearcut and best 
known. This fact may account, in some measure, for the preponderance 
of this lesion in any survey of dermatologic pathology. The criteria 
include: (1) acanthosis and hyperkeratosis, with prominence of the 
stratum granulosum, (2) limitation of the dense mononuclear infiltrate 
to the papillary and subpapillary layers of the dermis in close apposition 
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to the epidermis, (3) pointed “saw tooth” rete pegs and (4) liquefaction 
degeneration of the basal layers. This basic picture may be modified 
by (1) decided acanthosis and hyperkeratosis (lichen planus hyper- 
trophicus) or (2) partial resolution of the infiltrate with loss of pegs 
and atrophy of the epidermis (lichen planus atrophicus), (3) a fibrinoid 
degeneration of collagen in the papillary layer in cases of acute disease 
and (4) a dense thick homogeneously hyalinized band of collagen fibers 
which replaced the upper layer of the dermis beneath an atrophic epi- 
dermis. It is not certain that this last change actually represents an end 
stage in the evolution of the lesions of lichen planus. The possibility 
exists that it constitutes a separate entity known as lichen sclerosus et 
atrophicus. 

Lupus Erythematosus.—|ln view of the great number of specimens 
(215) from chronic discoid lupus erythematosus, there was some con- 
cern over the possibility that acute fatal disseminated lupus might be 
subsequently superimposed. However, this did not occur, at least for 
the duration of this study. Thirteen fatal cases of disseminated lupus 
were studied, but in no instance was it recorded that the disease followed 
chronic discoid lupus erythematosus. The reason for the cases of 
chronic disease having been spared systemization is that the chronic 
disease, as seen in this survey, occurred almost exclusively among men. 
The remarkable rarity of the disseminated disease among males is 
well known. Furthermore, while it is true that the fatal form of lupus 
erythematosus may complicate the chronic discoid type, only a small 
percentage of cases of the latter develop into the disseminated form. 

The histologic diagnosis of discoid lupus erythematosus presented 
relatively few problems. From our experience the most reliable criterion 
is the aggregation of mononuclear cells, principally lymphocytes, usually 
about appendages, but also elsewhere in the corium without relation to 
the appendages. Other features include hyperemia of the papillary 
layer, the so-called liquefaction degeneration of the basal layer of the 
epidermis of the kind that is seen also especially well in lichen planus, 
keratotic plugging of follicles and alternating acanthosis and atrophy 
of the epidermis (fig. 4). The keratotic plugs of the follicles in asso- 
ciation with superficial hyperemia in the malar or nasal areas occasionally 
suggest rosacea. Perhaps one of the best differential points is the usual 
disparity in chronic lupus erythematosus between the size of the kera- 
totic plug and the large amount of cellular infiltrate without any relation- 
ship to the comedos. The “basophilic degeneration of collagen,” stressed 
by some observers, is common to so many dermatologic entities as to be 
of little help in the diagnosis of discoid lupus erythematosus. Similarly, 
fibrinoid degeneration of the walls of blood vessels, which may be 
seen in the skin in some of the cases of acute disease, is almost always 
absent in the cases of chronic disease and therefore of little diagnostic 
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help. Occasionally acanthosis progresses to an actual squamous cell car- 
cinoma, as it did in 1 case in this series. 

The diagnosis of acute lupus erythematosus was made on the basis 
of (1) an unusual degree of edema in the papillary layer, in contrast 
to observations in the chronic disease, (2) polymorphonuclear leuko- 
cytes as well as distorted, necrobiotic and karyorrhetic mononuclear 
cells (lymphocytes and histiocytes) in the areas of liquefaction degen- 
eration, (3) acidophilic staining of the cytoplasm of the cells in the basal 
layer, giving the appearance of a prominent basement membrane, and 
(4) occasionally fibrinoid degeneration, particularly of the walls of 
arterioles (fig. 5). There seemed to be a tendency toward smaller 
aggregates of mononuclear cells in the corium. It is to be strongly 

















Fig. 4.—Discoid lupus erythematosus, illustrating the keratotic plugging of 
follicles, the alternating acanthosis and atrophy and the focal dense dermal collec- 
tions of mononuclear cells. 


emphasized that these changes represent the reaction that occurrs in 
the cutaneous lesions not only in the fatal form but also in the benign 
form with recent exposure to sunlight, which may have caused merely a 
local exacerbation. Moreover, histologically it was impossible to dis- 
tinguish the changes in the skin in acute lupus erythematosus from 
those in pemphigus erythematosus (Senear-Usher syndrome). The 
differentiation was made on the basis of the clinical history, especially 
the well-being of the patient in spite of the extensive lesions simulating 
acute lupus erythematosus. The diagnosis of subacute lupus erythemato- 
sus has been used arbitrarily when the changes appeared to be less 
evident than those just described. 
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In this series there were 13 fatal cases of acute disseminated lupus 
erythematosus. Of these, 8 were in women and 5 in men. This ratio 
does not reflect the relative rarity of the fatal disease among men in the 
civilian population and obviously is the result of the enormous pre- 
ponderance of men in the population from which this material was drawn. 
In the fatal disseminated form histologic changes were observed in the 
viscera, some of which were, for all intents and purposes, pathognomonic 
for this diagnosis, while others were suggestive. The focal “wire loop” 
fibrinoid alteration of the basement membranes of the glomerular capil- 
laries belongs in the former specific category. The observation of similar 
changes in an occasional case of fatal scleroderma does not vitiate their 
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Fig. 5.—Acute lupus crythematosus, with striking liquefaction degeneration of 
the epidermis and edema of the upper part of the corium. 


diagnostic value, inasmuch as on a morphogenetic basis the two diseases, 
along with dermatomyositis, have much in common. There are now few 
dissenters from the view that all three represent a disease of collagen 
rather than a diffuse vascular disease. As a result the histologic and the 
clinical picture vary, depending on whether the disease strikes the 
collagen of the valves, the interstitium of the myocardium, the blood 
vessels or the serous membranes. Such an approach should help clear 
up the confusion that has arisen from the application of the terms “atypical 
verrucous endocarditis” and “Libman-Sacks disease,” inasmuch as fun- 
damentally the same disease may occur in the absence of cardiac involve- 
ment. In other words, the involvement of one organ or other, including 





30 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


the skin, is a mere incident in the evolution of the disease. Perhaps the 
/name Libman-Sacks disease deserves the consideration of priority, even 
though it may carry the implication that the heart is involved. 

Nonsuppurative Relapsing Febrile Panniculitis—The entity known 

as nonsuppurative relapsing febrile panniculitis, or Weber-Christian 
syndrome, occurred only twice in this series and both times in 
women. Undoubtedly the low incidence was due to the highly selective 
occurrence in women. Histologically it was often difficult to be certain of 
the differentiation of this lesion from other forms of nonspecific pannicu- 
litis and from presumably tuberculogenic erythema induratum. The lack 
of suppuration and the absence or paucity of giant cell granulomas favored 
‘the diagnosis of Weber-Christian syndrome. However, the reaction 
(including foreign body) to the liquefaction of fat may confuse the pic- 
ture. Perhaps the most reliable differentiating criterion is the presence 
of an infiltrate of mononuclear cells predominantly and apparently pri- 
marily within the fat, with merely secondary involvement of the inter- 
lobular fibrous septums. Thrombophlebitis is not of differential sig- 
nificance since it occurs also in so-called nodular vasculitis, erythema 

induratum and erythema nodosum. 

Parapsoriasis—The histologic picture of parapsoriasis is generally 
considered completely nonspecific. Three criteria were of considerable 
use, however, in identifying the material in this survey: (1) spotty fine 


parakeratosis, (2) crowding of the basal layer of the epidermis by the 
infiltrate and (3) epidermal transmigration of loose collections of inflam- 
matory cells. These features may help to differentiate this entity from 
seborrheic dermatitis, psoriasis, lichen planus and maculopapular syphilo- 
derm, diseases with which parapsoriasis may be confused not only histo- 
logically but also clinically. 


Psoriasis—Psoriasis is another lesion that is usually sufficiently 
characteristic microscopically to permit definitive diagnosis without the 
aid of clinical history. The essential criteria include: (1) even acan- 
thosis with wide rounded rete pegs reaching to approximately the same 
level in the dermis, (2) prominent parakeratotic diffuse scale which 
usually covers most of the lesion, in contrast to parapsoriasis, (3) 
lengthened vascular papillae overlain by a thin cap of epidermis, so that 
removal of the scale by the clinician is often accompanied with slight 
bleeding (Auspitz’ sign), (4) prominent vessels in the papillae which 
are described as “rigid,” because a large longitudinal segment frequently 
traverses the length of the papilla, (5) microabscesses in the upper part 
of the rete malpighii, usually collections of a few polymorphonuclear 
leukocytes and lymphocytes in a small focus of spongiosis or tiny vesicle, 
(6) the absence or, at most, the presence of only a thin stratum granu- 
losum and, finally, (7) the absence of spongiosis except in regions of 
microabscesses and the occurrence of focal intracellular edema in the 
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rete malpighii. These are the typical changes, but duration of the lesion 
and treatment occasionally modified the picture considerably. 

Benign Chronic Familial Pemphigus. — Benign chronic familial 
pemphigus, also known as dyskeratoid dermatosis and bullous Darier’s 
disease, is of importance because of the possibility of its being confused 
histologically with the fatal forms of pemphigus. Of help in differentia- 
tion is the fact that the “pressure” vesicle in benign pemphigus tends to 
occur at a cleavage in the rete malpighii, usually immediately supra- 
basally, rather than at the direct junction of epidermis and dermis or 
at a higher level in the epidermis (fig. 6). The resemblance to Darier’s 
disease proper (keratosis follicularis) arises from the occasional presence 














Fig. 6.—Benign chronic familial pemphigus (bullous Darier’s disease), showing 
the characteristic suprabasalar cleavage of the epidermis. 


of dyskeratotic cells closely resembling corps ronds and from the presence 
of papillae covered by the basal cells which form the floor of the vesicle. 
The latter pattern is almost constantly seen in Darier’s disease proper. 
In most instances the diagnosis could be made by the accurate evaluation 
of the histologic picture, but the clinical history of familial incidence and 
the location of the eruption in such characteristic sites as the neck and 
axillas eliminated much of the problem. 


Urticaria Pigmentosa.—Perhaps one of the most striking dermatoses 
histologically is urticaria pigmentosa. In its typical form it is charac- 
terized by a solid replacement of most of the corium by mast cells, with 
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a loose sprinkling of eosinophilic leukocytes. Variants of this picture, 
however, ranged from a complete absence of mast cells to focal collections. 
of them usually disposed about vessels. In addition, melanin-laden 
chromatophores and an urticarial type of edema were often present in 
the papillary layer. Frequently mast cells were confused with plasma 
“cells in sections stained with hematoxylin and eosin. A Giemsa stain 
reveals the metachromatic granules in the mast cells, but moderate experi- 
ence with these cells and a careful study of them permit their recognition 


Taste 2.—Bacterial, Virus and Rickettsial Infectiots 








Disease Number of Cases 


PO Se ats Wala irae ducal a tokens ce kiee Guim cn) alka waiousme cad 
Carbuncle 

Cellulitis, acute. 

Chancroid 


Contagiosa 
Lymphogranuloma venereum. 


Pseudoglanders 
Rhinoscleroma 
Sarcoid: 


Darier-Roussy 
Tuberculosis: 
Erythema induratum.... 
Lichen nitidus 
Lichen serofulosus.. 
Lupus vulgaris 
Papulonecrotic tuberculid 
Scrofuloderma 
Typhus: 
Louse-borne 
Flea-borne 
Mite-borne (scrub typhus): 


Tick-borne 
Rocky Mountain spotted fever 
Fiévre boutonneuse 
Vaccinia 
Varicella 
Variola 


2 
9 
108 
2 
9 
6 
87 
4 
2 
1 
2 
3 
5 
12 
35 
I 
4 
29 
1. 
13 
5 
1 
65 
11 
4 
30 
5 
118 
136 
15 
14 
4 
1 
3 


even in routine sections in most instances. These cells actually are 
analogous to the basophils of the peripheral blood and need not be con- 
fused with the stellate tissue mast cells which are commonly present in 
many dermatoses. 


BACTERIAL, VIRUS AND RICKETTSIAL INFECTIONS 


Diphtheria.—The diphtheritic infections of the skin became a serious 
problem, not merely because of their: frequency but principally because 
of the virulence of the organisms. Moreover, the infections were present 
often for days before their precise nature was recognized. At autopsy 
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visceral lesions were seen that were fully as severe as those following 
faucial or pharnyngeal diphtheria and included especially the character- 
istic myocarditis. Corynebacterium diphtheriae infected not only trau- 
matic and surgical wounds but often tropical ulcers. The histologic picture 
was basically not unlike that seen in the pharynx, with a superficial mem- 
brane composed of necrotic ulcerated epidermis and dermis, infiltrated 
with purulent exudate containing numerous Klebs-Loeffler bacilli. Death 
occurred in a number of instances notwithstanding the use of antitoxin. 

Granuloma Inguinale.—The histologic diagnosis of venereal infections 
was occasionally made unnecessarily difficult by inadequate examination 
of dark field smears, incomplete cultural and serologic studies and the 
omission of the Frei test. On histologic review of an excised ulcer it 
was usually possible to comment merely that the lesion most likely was 
venereal in origin. This impression was gained from the compactness 
of the infiltrate, the abundance of plasma cells and sometimes the pres- 
ence of acute endarteritis obliterans. In many instances, however, the 
pathologist was able to conclude with strong conviction by the examina- 
tion of a routine section that the lesions were granuloma inguinale, even 
with failure to demonstrate Donovan bodies. This diagnosis was based 
on two features: (1) small clusters of polymorphonuclear leukocytes 
or microabscesses scattered throughout the otherwise mononuclear infil- | 
trate and (2) the large vacuolated histiocytes which harbor the Donovan 
bodies (fig. 7). Usually in sections stained with hematoxylin and eosin 
it was not possible to detect these bodies with certainty, and even with 
a Giemsa stain these cytoplasmic inclusions were often judged equivocally. 
However, with a Warthin-Starry stain the silver is absorbed onto the 
capsules of the Donovan bodies, which then appear enlarged and are 
easily seen. This stain may be used at the same time to demonstrate 
spirochetes. One other feature not generally appreciated is that acute 
endarteritis may be observed in just as great a degree, if less commonly, 
in granuloma inguinale as in the chancre of syphilis. Incidentally, 
basically the same qualitative features are observed in rhinoscleroma as 
in granuloma inguinale, the vacuolated histiocytes corresponding to the 
Mikulicz cells. However, as a rule, the vacuolated histiocytes are much 
more abundant in rhinoscleroma. Indeed, there is some question as to 
whether or not the Donovan bodies of granuloma inguinale may not be 
related to the von Frisch bacilli of rhinoscleroma. The primary lesions 
of chancroid and, with rare exceptions, of lymphogranuloma venereum 
do not present a specific picture. 

Virus Lesions—The vesicles produced by the viruses of herpes zoster 
and simplex, varicella, variola and vaccinia have much in common his- 
tologically and were easily classified as virogenic. Vesicles in general 
fall into three categories: 1. The first results from the diffuse cleavage 
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of one layer of the epidermis or of the entire epidermis from the dermis. 
This type of lesion is called the “pressure vesicle” and occurs, for example, 
in pemphigus, cantharides blister, epidermolysis bullosa and dermatitis 
herpetiformis. 2. The second results from simple intercellular edema, 
or spongiosis, which becomes exaggerated into a vesicle within the rete 
malpighii, as in eczema. 3. The third occurs in the virus diseases afore- 
mentioned, each of which in its essentials resembles the other. The virus 
vesicles are characterized by two processes: ballooning degeneration and 
reticular colliquation. Ballooning degeneration occurs in or just above 
“ the basal layer and is identified in its end phase by the presence of mul- 

















Fig. 7—Granuloma inguinale, illustrating the typical microabscesses and vacuo- 
lated histiocytes. 


tinucleated giant cells formed by amitotic division of a cell which becomes 
edematous, draws in its interspinous processes and isolates itself from 
its neighbors. Ballooning degeneration is particularly prominent in 
herpes and varicella. Reticular colliquation results in the formation of 
septums which divide the vesicle into lobules. These septums are the 
basis for fused cytoplasmic edema. The nucleus does not divide but 
shrinks into a pyknotic mass at the edge of the cells. Reticular colliqua- 
tion is well exemplified in the lesions of smallpox and is prominent in the 
upper layers of the rete malpighii. Of considerable interest are the 2 
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cases of carcinoma in this series, 1 of squamous and the other of basal 
cell carcinoma, which developed at the site of vaccination against small- 


pox. 
Leprosy.—Of the many cutaneous biopsy specimens of leprosy exam- 
ined only 1 was from a white person, and he had spent many years in 
the Philippines. Histologically, most of the lesions were of the lepro- 
matous type; only two were tuberculoid. The infiltration in the leprous 
skin often extended deep in the corium and even beyond into the subcu- 
taneous tissue. The epidermis was characteristically atrophic, with loss 
of rete pegs, and often the subepidermal zone of the corium was spared 
of infiltrate. The epidermis may be atrophic even with a minimum of 
infiltration in the dermis, so that it is not likely that the atrophy is related 
to compression by infiltrate. The more tenable explanation lies in the 
frequent involvement of intracutaneous nerves in leprosy, with resulting 
trophic changes in the epidermis. The macule of leprosy was somewhat 
difficult to diagnose because of the scanty reaction, which was often limited 
to infiltration of the characteristic foam cells disposed about vessels, 
nerves and appendages. The tuberculoid variety must be differentiated 
histologically from nodular syphilids, tuberculosis and sarcoid of the 
skin. The differentiation is made difficult because of the dearth of Han- 
sen’s bacilli in the tuberculoid type of leprosy (in contrast to the lepro- 
matous type of leprosy). In connection with the demonstration of 
acid-fast bacilli, it is important that technicians know that Mycobacterium 
leprae, unlike Mycobacterium tuberculosis, is not strongly acid fast. 
Therefore, sections must be decolorized lightly if leprosy is suspected. 
Rickettsial Infections —Macule: The unit of réaction of the macule 
of rickettsial infections is the typhus nodule, which consists of mono- 
nuclear cells (lymphocytes, plasma cells, basophilic histiocytes and mast 
cells) disposed concentrically and eccentrically about vessels (fig. 8). 
These vessels are characterized by endothelial swelling, often in associa- 
tion with degeneration of part of the wall, karyorrhexis of the intrinsic 
cells of the vessel as well as of the infiltrate and partial or complete 
thrombosis. This lesion is practically specific for rickettsiosis. However, 
it is to be pointed out that mere mononuclear perivascular infiltration of 
cells about vessels with swollen endothelium is observed in a great num- 
ber of dermatoses, such as lichen planus, parapsoriasis and eczematous 
dermatitis. In epidemic (louse-borne, classic) typhus and in Rocky 
Mountain spotted fever the involvement of arteries may be so extensive 
as to cause necrosis of the skin or, in the latter disease, gangrene of the 
scrotum. In some cases of epidemic typhus and Rocky Mountain spotted 
fever vesiculation of the skin occurs. If hemorrhagic, the vesiculation 
may be confused with hemorrhagic smallpox, to which there may be a 
superficial histologic similarity. The rickettsias themselves are seen in 
the endothelial cells (or cells of the media in Rocky Mountain spotted 
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fever) in sections fixed with Regaud’s solution and stained by Giemsa’s 
method, although in the macule of scrub typhus, they are observed rarely, 
probably because of inadequacies in technic. 

Eschar: The eschar of scrub typhus (tsutsugamushi disease) is the 
lesion produced by the venom and rickettsias inoculated by the larval 
form of Trombicula akamushi or related mites.. The lesion evolves from 
a macule to a papule, the surface of which becomes excoriated and 
necrotic to form an eschar. The surface of the eschar sloughs, leaving 

















Fig. 8—A macule of louse-borne typhus, showing the infiltrations of mononuclear 
cells about a thrombosed and partially degenerated arteriole (“typhus nodule”). 


an ulcer which heals with scar formation. The phase of the lesion which 
is of clinical diagnostic importance is the eschar. In this material it was 
characterized by a superficial zone of necrosis of both the epidermis and 
the dermis, which is densely infiltrated with polymorphonuclear leuko- 
cytes. Beneath the necrotic zone there were foci of various mononuclear 
cells aggregated about appendages and blood vessels. Deep in the corium, 
veins occasionally showed evidence of a type of mononuclear cell endo- 
phlebitis that is common to all the rickettsial diseases. 
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Sarcoid and Tuberculosis—The diagnosis of sarcoid of the skin is 
often a problem histologically because of the difficulty with which 
M. tuberculosis is observed even in cases of frank tuberculosis of the 
skin. Therefore, the absence of acid-fast organisms did not carry much 
weight in the diagnosis of sarcoid. This diagnosig was not applied in 
those cases in which caseation existed, but was reserved for those in 
which. there were “hard” hyperplastic tubercles with a tendency to be 
rimmed by dense bands of collagen. The frequency of the disease in 
Negroes, the characteristic involvement, such as of the eyes and phalanges, 
and the cutaneous anergy to tuberculoprotein are the well known adjuncts 
to clinical diagnosis. 

The various other forms of tuberculosis (assuming that sarcoid is 
actually related to tuberculosis) included erythema induratum, lichen 
nitidus, lichen scrofulosus, Darier-Roussy sarcoid, papulonecrotic tuber- 
culid, lupus vulgaris and scrofulodernia. Positive proof that the first 
five entities are caused by M. tuberculosis or its products is still lacking. 
On microscopic examination erythema induratum was recognized by the 
giant cell granulomas, occasionally in a tuberculoid pattern within. the 
lower layer of the corium, and the thickened fibrous septums of an V 
inflamed panniculus. ‘This histologic picture in patients with erythem- 
atous, often ulcerated, nodules in the calves strongly suggested erythema 
indurattum. However, as stated, the differentiation from nodular vascu- 
litis, pernio, erythema nodosum and nodular nonsuppurative panniculitis 
may present a difficult problem. Lichen nitidus was easily recognized 
histologically by the arrangement of a small cluster of giant cells, histio- 
cytes and lymphocytes, more or less equally spaced, immediately beneath 
the epidermis which is somewhat atrophic and elevated by the underlying 
granuloma. The presence of lesions on the penis is an almost constant 
observation in lichen nitidus. The lesion in lichen scrofulosus consisted , 
of noncaseating tubercles situated about hair follicles. The tubercles of 
Darier-Roussy sarcoid were deep in the dermis or in the panniculus, in 
contrast with the more superficial localization of Boeck’s sarcoid. Lupus 
vulgaris and scrofuloderma represented outspoken tuberculosis cutis, the 
scrofuloderma having been secondary to underlying lymphadenitis or 
osteomyelitis, for example. 
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VASCULAR DISORDERS 





A vascular disease of the skin of particular interest is endophlebitis 
of the lower layer of the corium, characterized by a peculiar giant cell 
granuloma with or without eosinophilic leukocytes. The lesion occurred 
in patients serving in the tropics of the South Pacific who clinically 
appeared to have thrombophlebitis migrans. In 1 patient the disease 
followed dengue by several months. In other cases filariasis was sus- 
pected ; however, serial sections failed to reveal larvae or other parasites. 
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Incidentaily, a somewhat similar reaction was observed in the artery 
in the dermis of a section showing necrobiosis lipoidica diabeticorum. 
Thromboangiitis obliterans (Buerger’s disease) was absent in these 
instances. The feature of interest in the cases of periarteritis nodosa is 
that the caliber of the involved cutaneous vessels (arterioles) was so 
small that mycotic arteritis, erythema elevatum diutinum and acute dis- 
seminated lupus erythematosus entered into the differential diagnosis. 
The presence of eosinophilic leukocytes in the infiltrate, within and about 
vessels showing fibrinoid alteration of their wails, strongly suggested 
periarteritis nodosa, although a similar reaction was observed in a case 


TABLE 3.—Vascular Disorders 








Disease Number of Cases 


Arteritis, bacterial 
Periarteritis nodosa 
Thrombophlebitis migrans 





TABLE 4.—Fungous Diseases 








Disease Number of Cases 


Actinomycosis 

Blastomycosis 

Chromomycosis 

I oar os oss. 5d gahec wide Gee neee'ete ck peaketenacda nats 
Rhinosporidiosis 

Dermatophytosis 

Dermatophytid 


Ne cdc tks. canakce ch vaembateleCapebetanncasd oer waawacs 
Sporotrichosis 
Tinea: 

Corporis 

Versicolor 





of cold allergy. In 1 of the cases the peripheral eosinophilia rose above 
70 per cent. The diagnosis of periarteritis nodosa was substantiated at 


autopsy. 


FUNGOUS DISEASES 


The dermatophytoses offered considerable diagnostic difficulty because 
of the rarity with which the fungi could be seen in sections and the non- 
. specificity of the reaction. The one exception to this rule was tinea 
jversicolor, in which the hyphae and spores were abundant in the stratum 
corneum. The other lesions in this group usually took the histologic 
form of eczematoid dermatitis. Incidentally, here again the small num- 
ber of specimens from dermatophytoses included in this report is in no 
way a reflection of the huge number of such infections in the Army. 
The mycoses, including blastomycosis, coccidioidomycosis, rhino- 
sporidiosis, chromomycosis and sporotrichosis, occasioned relatively little 
diagnostic difficulty, with the possible exception of the last mentioned. 
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A common error arose from confusion of the spherules of blastomycosis 
with those of coccidioidomycosis, since the double-contoured walls and 
the differences in size of the organisms are not differential characteristics. 
The presence of endospores in coccidioidomycosis and the budding of the 
blastomycotic spherules are, of course, the diagnostic features. The diag- / 
nosis of sporotrichosis was made less easily, because the organisms are 
almost never observed in the lesions in man, although they are observed 
without difficulty in rats inoculated with material from the human lesion. 
However, the sporotrichotic nodule of man does have a fairly charac- , 
teristic histologic picture, consisting of a granuloma with a purulent core 
surrounded by a zone of giant and epithelioid cells and an outer zone of 
lymphocytes. In regard to the cutaneous lesion due to histoplasmosis, 
worth mentioning are the dermal foci of necrosis surrounded by histio- 
cytes and superficially simulating granuloma annulare. Close examina-\ 
tion will reveal the fungus in the histiocytes and giant cells. 


TREPONEMATOSIS 


Syphilis was the only one of the treponematoses (syphilis, yaws, bejel 
and pinta) which occurred in our troops, to judge from material submitted 


TABLE 5.—Treponematosis 








Disease Manifestation Number of Cases 


Chancre 
Condyloma latum 

Syphilis | Secondary syphilid 
G 





to the Army Institute of Pathology. The standard histologic criteria of 
dense plasmacellular infiltrations and decided endarteritis obliterans \ 
were applied in the diagnosis of the chancre (fig. 9). Considerable aid 
was afforded, however, by the Warthin-Starry stain of treponemes which 
was done in accordance with the painstaking procedure used at the Uni- 
versity of Michigan Department of Pathology and which served well 
not only for the demonstration of treponemes but also of Donovan bodies. 
In rare instances the two organisms were observed in the same lesion. 
Treponemes were seen infrequently in the sections of skin with secondary 
syphilids. Histologic guides to the diagnosis of the syphilids were prin- 
cipally the sleeves of mononuclear cells, chiefly plasma cells, about vessels 
in the upper part of the corium. In condyloma latum, however, tre- 
ponemes were abundant, particularly in the epidermis. This observation, 
together with the presence of many plasma cells in the corium, closely 
resembled the observations in frambesiform yaws as well as in the primary 
yaw. Incidentally, in pinta treponemes appeared to be located exclusively 
in the epidermis in the several lesions examined. 
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/ The juxta-articular nodule of syphilis is histologically similar to that 
of yaws and consists of moderately vascularized fibrous tissue with peri- 
vascular infiltrations of mononuclear cells. This process occurs in the 
subcutaneous tissue. In one of the two syphilitic juxta-articular nodes 
included in this survey it was gratifying to find treponemes, inasmuch 
as the difficulty of demonstrating the organisms in these torpid lesions 
is well known. 














Fig. 9—Primary chancre of syphilis, with prominent acute endarteritis obliterans. 


DISEASES CAUSED BY PARASITES 


Lesions from Bites by Arthropods—The cutaneous reactions to 
bites by arthropods constitute an important, but generally unappreciated, 
aspect of dermatopathology. The lesions in this series followed the 
bites of ticks, mosquitoes and chiggers. The importance of such lesions 
is in that histologically they simulate, to the point of serious confusion, 
either the lymphoblastomas, including mycosis fungoides, or squamous 
cell carcinoma, The cellular reaction to the venom is characterizec 
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by many eosinophilic leukocytes interspersed in a dense infiltrate of 
plasma cells, lymphocytes, various histiocytes and large hyperchromatic 
reticulum cells that are occasionally in mitotic division or resemble 
Sternberg-Reed cells. The abundance of plasma cells in association 
with the eosinophilic leukocytes usually suggests the nature of the 
process. Moreover, the existence of a single lesion is additional pre- 
sumptive evidence in favor of the possibility of an insect bite as against 
a lymphoblastoma. The other notable change is pseudoepitheliomatous 
hyperplasia, which occurs commonly and which in several irtstances 
was erroneously called squamous cell carcinoma. However, instances 
of squamous cell carcinoma following insect bites have been previously 
reported. 

With the exceptions of the insect bites and cutaneous leishmaniasis, 
the other lesions in this survey produced by parasites were histologic 
novelties. The lesions of cutaneous leishmaniasis were of interest 
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TABLE 6.—Diseases Caused by Parasites 

















Disease Number of Cases 
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because the histologic pattern often simulated tuberculosis or granuloma 
annulare. The organisms could usually be seen in histiocytes and giant 
cells without much difficulty, although occasionally only a few cells in a 
section contained the parasites. The differentiation of the Leishmania 
from Histoplasma organisms offered a problem at times, but proper evalu- 
ation of the smaller size of the parasites and the presence of the parabasal 
body identified the Leishmania organisms usually in sections stained even 
with hematoxylin and eosin. No sections of post-kala-azar dermal leish- 
maniasis were examined, The case of cutaneous amebiasis was easily 
explained by contiguous infection from a fistulous tract leading from 
an infected colon. 











HYPERTROPHIC DISEASES 





The hypertrophic diseases were of more concern from the etiologic 
than from the histologic point of view. The usual association of 
vitamin A deficiency with many of the hyperkeratoses did not seem 
to obtain in our ordinarily well fed soldiers, unless, perhaps, there was 
some deficiency in utilization of the vitamin. From the standpoint of 
pathology, the congenital keratosis follicularis (nevus follicularis kera- 
tosis) of the scalp was occasionally confused with ordinary Darier’s 
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disease, and, indeed, the histologic pictures are closely similar. How- 
ever, the congenital lesion is usually single, in sharp contradistinction 
to Darier’s disease. It is of interest that Darier’s disease occurred 
relatively commonly in this series, although it is referred to as a rarity 
in textbooks. Histologic diagnosis is made simple by the recognition 
of three essential criteria: (1) focal hyperkeratosis and parakeratosis, 
(2) the dyskeratotic corps ronds in the granular cells and the grains 
within the stratum corneum and (3) cleavage of the epidermis imme- 
diately -above the basal layer, leaving a papillary base to the lesion. 
Examination of merely a few sections reveals that the name “keratosis 
follicularis” is not happily chosen, inasmuch as the keratotic foci are 


TaBLe 7.—H ypertrophic Diseases 








Disease Number of Cases 


Callosity ; 10 
Condyloma acuminatum 55 
Darier’s disease. 40 
Epidermodysplasia verruciformis 2 
Hyperelastosis, cutis 1 
Hyperkeratosis (undiagnosed) 

Hyperplasia, pseudoepithellomatous.................. cece cence eee e eee 
Ichthyosis 


REE PICT TI Se OE ET CPOE EET Te 
Spinulosus 

Molluscum contagiosum 

Scleredema 





present in the epidermis between follicles as well as within follicles. 
There need not be any difficulty in distinguishing Darier’s disease 
from keratosis pilaris, lichen spinulosus and other focal hyperkeratoses. 
Another source of confusion was molluscum contagiosum, which was 
several times mistaken for squamous cell carcinoma, particularly in 
sections stained poorly with eosin so that the molluscum bodies were 
stained lightly, and in sections cut obliquely at some distance from 
the center of the lesions. ~ 

The essential feature in the section of scleredema adultorum 
(Buschke’s disease) was increased thickness of the dermis due to the 
striking bland uniform thickening of the individual collagenous fibers 
of the corium. The thickness of the dermis was evaluated easily with 
the unaided eye. This gross impression was helpful, because the fibers 
throughout the section may be so uniformly altered that a basis for 
comparison with the normal fibers may not be available in that section. 
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ATROPHIC DISEASES 











The diagnosis of balanitis xerotica obliterans can be made with 
assurance if the dense wide homogenized zone of collagen underlies 
the atrophic epithelium of the glans penis. Often more or less of a 
sharp zone of lymphocytes is observed beneath the hyalinized band 
of collagen. The adjective “obliterans” refers to endarteritis, which 
is said to accompany the lesion but which in this material has been 
an unreliable criterion inasmuch as it is present in other types of 
lesions in which sclerosis of collagen is a prominent feature. The 
importance in establishing the diagnosis lies in the tendency to pro- 
gressive fibrosis, which may cause stenosis of the urethral meatus unless 
the lesion is excised. In the literature there is much discussion con- 
cerning the identity of balanitis xerotica obliterans with lichen sclerosus 
et atrophicus. Some observers feel that the existence of a rim of 
lymphocytes just beyond the homogenized collagen and liquefaction 
















TABLE 8.—Atrophic Diseases 















Disease Number of Cases 
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degeneration of the basal layers of the epithelium favors the latter 
diagnosis, whereas the observation of endarteritis obliterans suggests 
the former. These criteria are not sufficiently constant to be of 
differential use. In the absence of lesions elsewhere on the body, it 
does not seem possible to distinguish these two diseases—if, indeed, 
they are distinct—on the basis of histologic changes. 

Similarly, it was not possible to differentiate from sections morphea 
(circumscribed scleroderma) and generalized (often fatal) scleroderma. 
The histologic diagnosis of acrodermatitis chronica atrophicans offered 
but little problem. The atrophic flattened epidermis overlying a thin 
zone of dense collagen, immediately beneath which there was a rim 
of mononuclear cells, could hardly be misinterpreted. The hyalinized 
band of collagen in acrodermatitis chronica atrophicans was not nearly 
so wide as in balanitis xerotica obliterans or lichen sclerosus et atrophi- 
cus. The diagnosis of poikiloderma atrophicans vasculare could often 
be offered, at least as a suggestion, on the basis of slight focal liquefaction 
degeneration of the basal layer, accompanied with vertical change in 
polarity and hyperchromatism of the cells in this layer and in association 
with superficial angiectasia and pigment-laden chromatophores. Under- 
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lying skeletal muscle should also be examined in these cases in order 
to rule out the possibility that one of the diseases might be related to. 
dermatomyositis. 










DISEASES OF THE APPENDAGES OF THE SKIN 








From the point of view of the histologic differential diagnosis,. 
inflammatory diseases of the appendages of the skin merit little comment. 
The processes differ essentially in terms of variations in duration, 3 
destructiveness, resolution and scarring. Perhaps the most striking : 

‘ from the microscopic standpoint is folliculitis abscedens et suffodiens. 
The acute and chronic nature of the lesion and the burrowing elusive 
character of the process were easily imagined from viewing the sections. 
The abscesses often destroyed the pilosebaceous apparatus so completely 
that only a fragment of naked hair shaft was left floating in pus, while 


















TABLE 9.—Diseases of the Appendages of the Skin 














Disease Number of Cases 
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nearby foreign body granulomas and scarring were evident. The term 

chronic folliculitis is used in the table in about the same sense as chronic 

nonspecific dermatitis. In these lesions the torpid inflammatory reaction 

was. disposed about hair follicles, but no further definitive diagnosis. 

could be offered. Undoubtedly, some cases of miliaria were included : 

in this category. _— 
PURPURAS , 









Considerable difficulty was encountered in distinguishing the cuta- 
neous purpuras histologically. Of course, the purpuras due to defects. 
in bleeding and clotting time and to platelet deficiencies could usually 
be recognized as purpuras, even if the precise hematologic designation 
could not be supplied. But such entities as purpura annularis telangiec- 
todes (Majocchi’s disease), progressive pigmentary dermatosis (Scham- 
berg’s disease), purpuric lichenoid dermatosis ef Gougerot and Blum 
and angioma serpiginosum could not always be sharply separated 

- histologically. The common denominator was the presence of iron 
pigment, free or in chromatophores, usually in the upper part of the 
corium, although in Schamberg’s disease, as in hemachromatosis, it 
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was disposed also about the appendages. The pattern of the changes 
was by no means diagnostic, but in Majocchi’s disease the pyknosis 
of the basal cells, the hyaline thickening in the walls of the capillaries 
and arterioles in the papillary and subpapillary layers, associated with 
diapedesis of red blood cells and perivascular inflammation, were 
suggestive, whereas the more diffuse denser inflammatory reaction in 
the upper layer of the dermis favored Schamberg’s disease. 


METABOLIC DISEASES 


There was little difficulty in the histologic identification of the basic 
metabolic diseases listed in this survey because of the individuality of 


Tas_e 10.—Purpuras 







































Disease Number of Cases 
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TABLE 11.—Metabolic Diseases 








Disease Number of Cases 
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the changes. It was possible to confuse amyloidosis cutis with colloid 
milium, but metachromatic stains obviated the error. In gout, needles. 
and sheaves of crystals of sodium biurate were seen as rounded masses 
within the corium, often rimmed by histiocytes and foreign body giant 
cells. The diagnosis of pseudoxanthoma elasticunr was often made 
erroneously on the basis of a misinterpretation of what constitutes the 
normal qualitative and quantitative range of elastic tissue in the skin 
of different parts of the body; there was a tendency to make shadings 
too fine. In pseudoxanthoma elasticum, the aggregation of elastic tissue 
is so pronounced as to require differentiation from hyperelastica cutis 
(Ehlers-Danlos syndrome). The diagnosis of lipid proteinosis in 
sections stained with hematoxylin and eosin could easily have been 
missed unless the bland homogenization of the vessels and collagen 
of the upper part of the corium suggested the possibility and prompted 
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the examination of tissue stained with sudan. In the fat-stained section, 
a brilliant picture of diffuse deposition of sudanophilic material in the 
walls of arterioles of the papillae was seen (fig. 10). It is often stated 
that the fat is combined with protein and is not dissolved with the 
ordinary solvents used in preparing a paraffin section. This observation 
could not be substantiated in a study of the material from the case 
illustrated in figure 10 and from another seen subsequently. 

The histologic diagnosis of necrobiosis lipoidica diabeticorum could 
usually be made positively. The distinguishing characteristic was the 
focal homogenization of the altered collagen in various parts of the 
—corium, in contrast to giant cell granulomas in which foam cells are 











Fig. 10.—Fat stain (sudan III) of lipid proteinosis, showing the sudanophilic 
material within the walls of blood vessels in the upper part of the dermis. 


seen infrequently. In 1 case, the granulomatous reaction involved the 
tunica intima of the veins at the junction of the dermis and hypodermis. 
In the material included in this survey differentiation from granuloma 
annulare or the xanthomas presented no problem, although in a few 
the reaction simulated Boeck’s sarcoid or tuberculosis cutis. Only 2 
of the 11 patients included in the survey were recorded as having 
diabetes mellitus; in 2 others it was definitely stated that diabetes was 
not present, and in the remainder no statement regarding clinical diabetes 
was available. In this connection, it is pertinent that in a small per- 
centage of patients with necrobiosis lipoidica diabeticorum, diabetes 
mellitus has been known to develop after the cutaneous lesions appeared, 
while in approximately 10 per cent diabetes did not appear at all. 
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CASES WITH PIGMENTATION 











The histologic character of the cases with pigmentation listed in 
the outline is adequately described in textbooks, and the observations. 
in these cases in no way deviated from these descriptions. It may 
be worth noting that none of the 4 cases of acanthosis nigricans was 
apparently associated with visceral cancer; 1 case was of the juvenile 
type. This is not surprising, inasmuch as any noteworthy correlation 
of cancer and acanthosis nigricans applies to patients in age groups 
considerably more advanced than that group from which these cases. 
were derived. 










NEOPLASMS 





Perhaps one of the most significant revelations proceeding from 
the surveys of pathologic specimens received at the Army Institute 
during World War II has been the prevalence of cancer of all the 
various organs in a population chiefly of the third and fourth decades. 








TABLE 12.—Cases with Pigmentation 














Disease Number of Cases 
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For example, almost 1,500, or approximately 1 of every 5 specimens 
of skin submitted, were basal cell carcinomas. From the standpoint 
of public health this fact has obvious far reaching implications. It is 
entirely possible that certain factors peculiar to a military existence 
may be responsible in some measure for the strikingly high incidence 
of this lesion. The role of weather in the provocation of basal cell 
carcinomas is generally conceded, but how much weight this factor 
should be given is impossible to determine from the data at hand. A 
second consideration in accounting for the unexpectedly large number 
of basal cell cancers is the ready availability of personnel and facilities 
for the removal of tumors. Certainly, other things being equal, a 
young man in the Army with a small basal cell neoplasm is more likely 
to have it removed than his fellow in a civilian status. It may be 
argued that similar probabilities should obtain for dermatoses, but it 
is reasonable that biopsy would far more likely be performed for a 
common tumor of the skin than for a common dermatosis. 

Benign Tumors of the* Epidermis——There was little evidence of 
difficulty in the essential diagnosis of benign lesions of the epidermis. 







































TABLE 13.—Neoplasms 
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Some of the pathologists in the field preferred terms other than those 
included in the table. As a rule, it was the policy of the institute to 
adopt those terms which were generally used by dermatologists, inas- 
much as it was they who were required to interpret and to apply the 
pathologist’s report. The specimens of seborrheic keratoses (pigmented 
papilloma, verruca senilis) which were submitted to the institute were 
diagnosed occasionally as pigmented basal cell carcinoma, squamous 
cell carcinoma or malignant melanoma, particularly when the lesions 
were somewhat atypical. Another source of confusion were the lesions 
that some observers, for lack of a better term, prefer to call “inverted 

















Fig. 11.—So-called “dermoepidermal” nevus, the precursor of malignant 
melanoma. 


papillomas.”” These have been included in the group of “squamous 
papillomas,” although they deserve a separate designation. Not infre- 
quently these “inverted papillomas” were associated with inflammatory 
reaction causing disruption of the basement membrane and such ragged 
deep margins as to have provoked the erroneous diagnosis of squamous 
cell carcinoma. 

Precancerous Lesions.—In the category of precancerous lesions are 
included leukoplakia, kraurosis vulvae, senile (also solar, irradiation 
and arsenical) keratosis, Bowen’s disease, Queyrat’s erythroplasia and 
dermoepidermal (junctional) nevus. The designation “precancerous” 
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is not altogether accurate, inasmuch as in a high percentage of cases 
in this group cancerous transformation does not occur even if the 
lesions are untreated. Furthermore, it is impossible to know from 
the histologic examination which of them are destined to become 
invasive cancers. However, the forerunner of the malignant melanoma, 
namely, the dermoepidermal, or junctional nevus appears decidedly to 
be the most precarious of the precancerous lesions. This lesion may exist 
in a clinically quiescent state for years until, perhaps, as a result of the 
irritation of a belt or shoe or of injudicious therapeutic tampering, it 
suddenly flares into a wildly invasive melanoma. The histologic recog- 
nition of the dermoepidermal nevus is therefore of great practical impor- 
tance. It is characterized by a spongiotic loosening or loss of cohesive- 
ness of the basal cells and the cells of the lower rete malpighii which have 
retracted or otherwise lost their interspinous processes (fig. 11). The 
cytoplasm of the individual cells tends to swell and to become powdered 
with fine homogenous granules of melanin. The nuclei may become 
slightly enlarged, but no other usual evidence of anaplasia is observed. 
Collections of such epidermal cells (‘‘cellules claires’’), which are 
regarded by many as merely Langhans cells, are considered as the 
precursors of the benign intradermal nevus, a form which is presumed 
to be brought about through the mechanism of Abtropfung. There 
is considerable reason to believe such an explanation of the pathogenesis 
of the intradermal nevus, which many consider to be derived from 
Wagner-Meissner corpuscles or similar nerve endings." However, 
it is a fact that the dermoepidermal nevus is seen in combination with 
the intradermal mole in enough instances (adults, 12 per cent) to be 
due to factors other than mere chance. Therapeutically the procedure 
demanded is surgical excision with thorough histologic examination of 
the specimen to determine the adequacy of the margin of normal skin. It 
is important to stress in this connection that ““dermoepidermal change”’ 
often occurs in isolated foci with histologically normal epidermis inter- 
vening, so that the possibility of extension of the process beyond the line 
of excision must always be weighed with particular care. 

There is no difficulty in distinguishing the dermoepidermal nevus 
from other precancerous lesions. The term senile keratosis refers to 
the dyskeratosis in the lower layers of epidermis, characterized by 
change in polarity, with crowding of cells, hyperchromatism, enlargement 
of cells, irregularity in their size and shape and an increase in mitotic 
figures. There is a concomitant subepidermal infiltration of cells, prin- 
cipally mononuclear. The counterpart of this lesion in the mucosa is 
called leukoplakia. A similar change occurs in solar and roentgen 


1. This complicated question of the morphogenesis of nevi and malignant 
melanomas will be considered shortly in a separate report. 
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irradiation and in arsenical keratosis, although in lesions due to roentgen 
rays there may be seen also acidophilic swelling, basal liquefaction 
degeneration and keratinization of cells of the rete malpighii. These 
features may be sufficiently characteristic as to suggest the causation. 
In Bowen’s disease and Queyrat’s erythroplasia, on the other hand, 
the anaplastic cells are prone to occur in isolated foci in any part of 
the stratum germinativum and spinosum. 

Malignant Lesions of the Epidermis—Basal Cell Neoplasms: The 
distribution of the basal cell carcinomas closely corresponded to that 
anticipated ; namely, the great bulk of the lesions occurred on the face, 
particularly on the upper lip, nose, eyelids, forehead, malar regions 
and ears. However, because of the quantity of lesions it was not 
altogether surprising to find that some occurred at unusual sites. For 
example, thirty-seven were on the neck, seventeen on the back, six on 
the abdomen, five on the chest, five on the legs, four on the shoulder, 
three on the hand, one on the buttock, one near the anus and one at 
the site of a scar from vaccination. Moreover, in these “outlying” 
regions (away from the face), there seemed to be a greater tendency 
for a morphea-like desmoplasia and for squamous cell metaplasia to 
occur within the basal cell carcinomas. 

The value of the conventional method of segregating basal cell 
carcinomas into the solid, alveolar or cystic, morphea-like, metatypical 
or basosquamous and pigmented or other types seems highly ques- 
tionable, particularly when treatment is by excision. When irradiation 
is used the therapeutist may wish to vary the dosage in accordance 
with the nature of the stroma. However, usually a single neoplasm 
may contain several of these varieties in different parts of the lesion. 
Therefore, in actual practice, the precise classification of the subvariety 
of basal cell carcinoma fails to indicate that in reality an admixture of 
forms is present. 

Another generally accepted impression which seems to lack con- 
vincing evidence is that the basosquamous (metatypical) cell carcinoma 
is potentially more dangerous than the other types, because its squamous 
nests are more liable to metastasize. Metastases from these central 
squamous cores were not ever observed; it is much more likely that 
they constitute evidence of maturation or differentiation of the sur- 
rounding basal cells rather than anaplasia. This is not to gainsay that, 
infrequently, epidermal tumors are observed which do actually represent 
both squamous cell carcinomas and basal cell carcinomas growing side 
by side or intimately mixed. However, in such true combinations of 
epidermal carcinomas the squamous elements do not tend to be situated 
in the center of nests of basal cells and are, moreover, distinctly 
anaplastic, in sharp contrast to the well differentiated and often calcified 
or keratinized squamous foci of the common basosquamous cell car- 
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cinoma. The multicentric basal cell carcinomas (superficial epithelioma- 
tosus) occur predominantly on the trunk and must be considered and 
treated as the basal cell carcinomas that they are, even though they are 
inclined to grow slowly. The term “multicentric” has been challenged 
on the basis that serial sections would show the individual nests to be 
connected with each other in reticulated fashion. This impression could 
not be confirmed with this material. The intraepidermal or Jadassohn 
type of basal cell carcinoma is included in this histologic category. 

Squamous Cell Carcinoma: The principal feature of interest in the 
squamous cell carcinoma was its great frequency in the military age 
group: two hundred and ninety-seven tumors of the skin and five hundred 
and fifty-seven of the lip. Two of the lesions were of particular interest ; 
one of these occurred at the site of vaccination against smallpox and the 
other at the location from which a donor graft had been removed. The 
chief source of error in the diagnoses submitted lay in the confusion with 
carcinoma of the pseudoepitheliomatous hyperplasia of the epidermis, 
which often accompanies bromoderma, nonspecific ulcers, blastomycoces, 
granuloma inguinale and other inflammatory lesions. 

Malignant Melanoma: Surely the most important cancer in this 
series was the malignant melanoma because of its frequency (218 cases), 
its notorious resistance to treatment and the great number of times it 
was submitted with incorrect histologic diagnoses. The diagnostic errors 
were in both directions: melanomas were frequently called benign, 
and nevi were often labeled malignant melanomas. There are several 
criteria on which the diagnosis of malignant melanoma should be based, 
and by far the most reliable and revealing one is the presence of the 
“dermoepidermal change” already described in the discussion of dermo- 
epidermal nevus. This alteration, in association with the well known 
qualitative changes in the cells, must be emphasized in the teaching of 
the pathology of malignant melanomas. Additional helpful criteria 
include the presence of even rare mitotic figures, nuclei that are vacuolated 
or contain acidophilic inclusion-like bodies and abundant basophilic 
homogeneous cytoplasm. Pigment, if present at all in the neoplastic 
cells, is usually in the shape of uniform fine brown granules. There 
were several instances of phagocytosed melanin pigment in chroma- 
tophores within lymph nodes that were mistaken for metastases. 
Similarly, clusters of melanin-laden chromatophores in the local scar 
may lead to the misinterpretation of recurrence. 

None of the 9 cases of Paget’s disease of the nipple occurred in men. 
It is the best current practice, of course, to regard Paget’s disease (carci- 
noma simplex of the nipple) as indicating an underlying carcinoma of 
the breast and to treat the disease with radical mastectomy. This is 
proper notwithstanding the histologic similarity of the changes in the 
nipple in Paget’s disease and those in Bowen’s disease; as is well known, 
the latter frequently does not result in invasive cancer. 
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Neoplasms of the Dermis.—The diagnosis of fibrosarcoma and neuro- 
fibrosarcoma of the skin was always made with considerable reservation. 
Notwithstanding their notable cellularity, their extension into the 
subcutaneous tissue and the anaplasia of their cells, none of the lesions 
included in this survey has metastasized. It is apparent from the 
experience of others, too, that few of these lesions derived from the 
dermis do metastasize. Resection of regional lymph nodes ordinarily 
appears not to be warranted in the presence of fibrosarcoma or neuro- 
fibrosarcoma of the dermis, although local recurrence is likely to take 
place promptly if the tumor has been incompletely excised. 

The major histologic problems of the pigmented nevi have been 
alluded to previously. It will suffice to record at this point that 
unequivocal evidence of the malignant transformation of the “common 
mole” or benign intradermal nevus, or of the blue (Jadassohn) nevus 
has not been seen in this material. The term neuronevus is applied to 
the intradermal pigmented lesion which seems to be an extremely 
cellular variant of the blue nevus. These tumors were commonly sub- 
mitted as melanosarcomas. Actually they rarely undergo malignant 
transformation, although in 1 of the 39 cases metastasis was observed 
in a single lymph node. The term “juvenile nevus,” as well as our 
initial information concerning its behavior, was borrowed from the 
Department of Pathology of the New York Memorial Hospital for the 
Treatment of Cancer and Allied Diseases. The juvenile nevus refers to 
a benign variant of the intradermal nevus which occurs particularly in 
children. . Substantially, it is a combination intradermal and junctional 
nevus which, however, does not appear to undergo malignant transfor- 
mation despite the junctional change. 

Sclerosing hemangioma was confusing from the point of view 
not only of terminology but also of interpretation. The term sclerosing 
hemangioma was used interchangeably with dermatofibroma lenticulare, 
although currently the concept implied by the former is generally favored. 
The three seriously incorrect diagnoses of this lesion most often sub- 
mitted were: (1) malignant melanoma, a diagnosis made chiefly because 
hemosiderin pigment was mistaken for melanin, (2) fibrosarcoma and 
(3) xanthoma, because lipid was commonly included within histiocytes. 
Two less common ones were leiomyoma and neurofibroma. As a matter 
of fact, the deeper portions of many sclerosing hemangiomas often did 
resemble neurofibromas. Furthermore, it is pertinent to note that dermal 
leiomyomas (those derived from the arrectores pilorum) may be 
indistinguishable from neurofibromas without the aid of special stains. 
The dermal angiomyomas, on the other hand, are sufficiently charac- 
teristic to be recognizable in routine sections. The myoblastomas were 
a relatively common tumor of the dermis, having occurred in 27 cases: 
They were occasionally misdiagnosed as xanthoma’s, neurofibromas and 
sweat gland adenomas. Often the remarkable pseudoepitheliomatous 
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hyperplasia was mistaken for squamous cell carcinoma. Although 
squamous cell carcinomas have been reported in the literature in conjunc- 
tion with myoblastomas, none was seen in this series. This behavior of 
the epidermis (or mucous membrane) overlying many of the myoblas- 
tomas is peculiar, inasmuch as in the case of most other tumors the 
compression by the neoplasm generally causes atrophy of the epidermis. 
It would appear that the myoblastoma contains some irritant which 
occasionally provokes the epidermis to extreme hyperplasia. The nature 
of the cells constituting the tumor is not altogether clear, and there are 
reasons for doubting that such collections of cells actually are derived 
from embryonic skeletal muscle as is generally supposed, especially 
inasmuch as skeletal muscle is not indigenous to the dermis in which 
these tumors are frequently seen. 

The lesion called reticulohistiocytoma is the same type of tumor 
which has been called by some “ganglioneuroma.” Nissl’s granules were 
not demonstrable in the large cells in this material. The significance of 
this lesion is not clear, particularly as to whether or not lesions similar to 
those of lipid histiocytosis (Niemann-Pick disease) occur in the viscera. 

Tumors of Appendages of the Skin.—The tumors of the appendages 
of the skin were a problem principally on account of the many variants 
of adenomas of sweat gland origin. Some of these were submitted as 
glomus tumors, lymphangiomas, hemangiomas and carcinomas (basal, 
squamous and metastatic). The so-called mixed tumors of skin, 
containing cartilage, are regarded as simply adenomas of sweat glands, 
showing chondral metaplasia of epithelium of sweat glands and of stroma 
rather than as indications of dysembryogenesis. This same concept is 
applicable to the corresponding tumor of lacrimal glands and, as was 
recorded several years ago, of the parotid and mammary glands. No 
myoepithelial tumors were included. Another new problem of a minor 
academic sort was the differentiation of sebaceous from epidermal cysts. 
The criteria recommended in the literature were inapplicable to this 
material. A more practical matter was the diagnosis of carcinoma of 
these cysts. In the literature there are reports stating the incidence of 
such carcinomas to be from 1 to 6 per cent. The incidence in this survey 
is about 0.3 per cent. It is suspected that the reason for this discrepancy 
is that what in this series has been regarded as hyperplasia or benign 
neoplasia of the epithelial lining others have labeled carcinoma. <A 
similar interpretation may account for the observation of few adenomas 
and merely one carcinoma of sebaceous glands. The comparatively low 
incidence of carcinoma of sweat glands in this series reflects perhaps 
rather rigid requirements for,the identification of the characteristics of 
the cells of origin. The only neoplasm that was labeled as derived from 
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hair structures is the Brooke tumor (trichoepithelioma, epithelioma 
adenoides cysticum). However, as mentioned, this restriction is not to 
deny that basal cell carcinomas may take origin from the basal cells 
lining the hair follicle in the same way that they may originate from the 
basal cells of the epidermis. The evidence, however, does not permit 
the conclusion that all or most basal cell carcinonias arise from dysonto- 
genetic hair follicles. The Brooke tumor is composed of more or less 
isolated units within the dermis of small cysts lined by stratified 
squamous epithelium, suggesting abortive hair follicles from which foci 
of neoplastic basal cells proliferate. These lesions are usually multiple, 
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Fig. 12.—“Calcifying epithelioma,” showing the characteristically disrupted pat- 
tern, the desmoplasia and the foreign body reaction. 
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are located chiefly on the face and tend to be familial and benign. They 
are trequently confused with the cystic type of basal cell carcinoma and 
with syringomas. The so-called calcifying epitheliomas were sometimes 
submitted as squamous cell carcinomas. However, while these lesions 
look unruly, they do not behave as carcinomas. Often they are calcified 
or partially ossified, although they may contain neither bone nor calcium 
(fig. 12). The examination of several cystic lesions that seemed to 
represent transitional phases in the evolution of calcifying epithelioma 
resulted in an impression that the tumor was derived from cysts of 
epidermal, sebaceous gland or sweat gland origin. 
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SUMMARY AND CONCLUSIONS 


A survey of the pathologic specimens of cutaneous lesions which 
were submitted to the Army Institute of Pathology for consultative 
review during World War II is presented. The principal sources of 
confusion in histologic diagnoses are described, and, when indicated, the 
distinguishing histologic criteria are discussed. 

Attention is called to the high incidence of cutaneous cancer in a 
group of relatively young persons. It is concluded that this high incidence 
is a direct reflection merely of the ready availability of surgical treatment 
for the removal and of histologic laboratories for the examination of 
neoplasms of the skin in array personnel. 


235 East Twenty-Second Street, New York 10, N. Y. 











LIQUID OXYGEN IN DERMATOLOGIC PRACTICE 


ROY L. KILE, M.D. 
AND 


ASHTON L. WELSH, M.D. 
CINCINNATI 


| Beecwe oxygen has been used by dermatologists since 1899,’ but it has 
received little attention since the introduction of solid carbon dioxide 
in dermatologic practice in 1907.2 In 1910, Gold * described a method of 
making liquid oxygen and stated his impressions of the comparative 
use of it on cutaneous lesions with that of solid carbon dioxide. He 
expressed the opinion, as did Irvine and Turnacliff,* that treatment 
with liquid oxygen caused much less pain than did treatment with solid 
carbon dioxide. All observed that the pain was much less if the freez- 
ing were confined to the lesions than if the adjacent tissue were also 
frozen. Irvine and Turnacliff * reviewed the literature up to 1929 and 
related their experiences with the use of liquid oxygen. They were 
favorably impressed with the results which they obtained. In a dis- 
cussion of this paper, Pusey stated that he conceived the idea of using 
solid carbon dioxide from having observed, at the American Dermato- 
logical Society Meeting in 1905, Dade’s demonstration of the use of 
liquid oxygen on cutaneous lesions. In recent years there has been 
little mention in the literature of the use of liquid oxygen in dermatology. 


We have used liquid oxygen over a period of years and have observed 
it to be an effective therapeutic agent in more than 1,000 dermatologic 
cases. It can be obtained from one or more companies in every large 
community. The present ready availability did not exist at the time 
of the last report of its use in 1929.4 It is inexpensive. This element 
is safe to use therapeutically if reasonable care is exercised in handling 
it. Since it greatly stimulates combustion, contact with fire should be 


Read before the Section on Dermatology and Syphilology at the Ninety-Sixth 
Annual Session of the American Medical Association, Atlantic City, N. J., 
June 13, 1947, : 

1. White, A. C.: Liquid Air: Its Application in Medicine and Surgery, 
M. Rec. 56:109 (July 22) 1899. 

* 2. Pusey, W. A.: The Use of Carbon Dioxide Snow in the Treatment of 
Nevi and Other Skin Lesions, J.A.M.A. 49:1354 (Oct. 19) 1907. 

3. Gold, J. D.: Liquid Air and Carbonic Acid Snow: Therapeutic Results 
Obtained by the Dermatologists, New York M. J. 102:1276, 1910. 

4. Irvine, H. G., and Turnacliff, D. D.: Liquid Oxygen in Dermatology, 
Arch, Dermat. & Syph. 19:270 (Feb.) 1929. 


57 





58 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


avoided. Most of the oxygen manufactured in the United States is 
obtained by fractional distillation of liquid air. The oxygen is 99.5 
per cent pure. At atmospheric pressure, liquid oxygen boils at —297 F. 
(—183 C.) and has a critical temperature of —180F. (—119C.) at 
50 atmospheres of pressure. Carbon dioxide has a sublimation point 
of —110.3 F. (—78.5C.). This is the equivalent of the boiling point, 
since carbon dioxide has no liquid phase. 

We obtain 1 liter (1,000 cc.) of liquid oxygen weekly. It is 
transported from the manufacturer in a vacuum bottle. A cotton plug 
is used as a cap for the vacuum bottle to allow for the escape of gas, 
thus avoiding the danger of pressure which is otherwise produced. The 
vacuum bottle is carried in a cardboard carton. The liquid diminishes 
steadily in amount as it passes to the gaseous state. Enough remains 
for treatment over a twenty-four to forty-eight hour period, depending 
on the atmospheric pressure, the temperature and the frequency of use. 

Applications are made by using ordinary cotton wrapped around a 
wooden applicator. The size and shape of the cotton tip can be varied 
with the size of the lesion to be treated. The applicator is readily 
dipped into the oxygen, withdrawn and applied to the lesion, with 
varying amounts of pressure. The liquid oxygen is so cold that the 
lesion rapidly turns white as it freezes solid. The firmer the pressure, 
the deeper is the effect. A thorough freezing of a small lesion occurs 
in a few seconds. When the major portion of the oxygen has evaporated, 
the swab is redipped into the liquid and reapplied. One soon learns 
from experience the length of time required for application to each 
lesion. This interval varies from fifteen seconds to one and one-half 
minutes. Pain of varying degree accompanies the application. After 
an area is blanched, further freezing does not cause pain, unless addi- 
tional pressure is applied or a wider area is blanched. The pain experi- 
enced varies with different persons. The pain often becomes greater 
as thawing occurs, but seems to subside soon after thawing is com- 
pleted. The fact that most of the pain occurs after the treatment is 
completed is an advantage in treating children. When large deep lesions 
are treated, the pain may last for from one to three hours. In three to 
twenty-four hours a vesicle or bulla usually forms at the site of appli- 
cation. If freezing has been sufficiently deep, the content of the bulla 
is frequently sanguineous. Patients are usually instructed to open the 
bulla, apply an antiseptic and a dressing. Small lesions are often 
removed completely, as the top of the vesicle, or bulla, is trimmed 
away. If sufficiently small, the blisters are allowed to desiccate and 
peel off spontaneously. Deep lesions usually require more than one 
treatment. 

Many types of lesions have been treated. Warts of all types have 
comprised the largest group. The wart is trimmed down and then frozen 
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until completely white. This state of whiteness is maintained for inter- 
vals that vary with the depth of the lesion. Experience dictates the 
time required. After the ensuing blister is forty-eight hours old, it is 
ruptured and the cap containing the wart is trimmed away. Healing 
is rapid even when deep plantar warts are treated with liquid oxygen. 
Light freezing of a verruca plana is frequently adequate to eradicate 
the lesion. It peels off several days after treatment, leaving no scar. 
Filiform warts behave similarly when thus treated. Condylomata 
acuminata have been effectively frozen with less discomfort than when 
electrically destroyed or chemically cauterized. 

Hemangiomas have formed another large group of the lesions treated. 
A hemangioma is usually frozen with pressure, varying with the depth, 
until the lesion is white and depressed. A bulla occurs at the site. After 
it is ruptured, an area remains which quickly becomes crusted and 
which heals rapidly. A soft scar replaces the lesion. Small superficial 
lesions can be eradicated without formation of scars. Several port 
wine stains have been treated with results that were better than those 
obtained with solid carbon dioxide. : 

Leukoplakia, seborrheic keratoses and senile keratoses, also, have 
been treated. In the mouth and on the genitals, the response of leuko- 
plakic lesions to treatment with liquid oxygen has been satisfactory. 
Mucosal lesions are dried and frozen thoroughly. The application is 
easy to accomplish even in the deep portions of cavities. Several appli- 
cations to a patch of leukoplakia are usually required. These areas 
heal with but little atrophy. Lesions which are more than 1 cm. in 
diameter can be treated, a part at a time. Seborrheic keratoses require 
only light freezing. Senile keratoses should be frozen to the extent 
that blisters are produced. These blisters are allowed to desiecate and 
peel. 

A few patients who had chronic discoid lupus erythematosus were 
treated. The results were encouraging. Many of the lesions disap- 
peared completely after a short interval of inflammatory reaction, leav- 
ing either no scars or satisfactory soft scars. One patient who had 
folliculitis keloidalis which was resistant to roentgen ray therapy was 
treated with liquid oxygen with an excellent result. The granulomas 
and keloidal lesions disappeared, leaving soft scars. Multiple treatments 
were required. Several patients with granuloma pyogenicum have been 
successfully treated with liquid oxygen. It has been used with facility, 
also, to flatten out exuberant granulations. 

One striking fact was noted. Patients who regularly formed keloids 
at the sites of other forms of trauma did not do so in areas treated 
with liquid oxygen, even when deep blisters were produced by this 
procedure. 
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COMMENT 


Liquid oxygen is more than 175 F. colder than solid carbon dioxide. 
This fact accounts for the more rapid freezing and the greater local 
reaction preduced by liquid oxygen. It is easier to handle and apply 
than is solid carbon dioxide. This contrast is greater when lesions 
occurring in cavities are treated. The time consumed in the preparation 
and shaping of solid carbon dioxide for application is saved if liquid 
oxygen is used. We believe that one can control the local effect of 
liquid oxygen more easily than one can control the action of solid car- 
bon dioxide. Liquid oxygen is an effective agent for treating a variety 
of lesions. The simplicity of its use makes it the procedure of choice 
for patients presenting multiple lesions, which render other forms of 
treatment impractical. Scarring is minimal and of the soft pliable 
variety. Keloids are not produced by the use of liquid oxygen in per- 
sons who have keloids which developed after other forms of trauma. 


SUMMARY 


We have observed liquid oxygen to be an effective local destructive 
agent in the treatment of more than 1,000 patients. Patients having 
warts, hemangiomas, keratoses or leukoplakia comprise the major por- 
tion of this group. 

1219 Carew Tower. 

ABSTRACT OF DISCUSSION 


Dr. ALLEN W. PeppiLe, Richmond, Va.: In February 1938, Alderson described 
a new combination of gases for cold therapy. When any one of the agents for 
lowering the temperature is applied to the skin, he stated that: ‘ 

& Superficial necrosis Occurs. The degree depends on the amount of pressure, 
the duration of the exposure and the resistance of the skin. . 

2. There is stimulation of circulation and consequent dissipation of inflammation. 
In his opinion this effect is better than that produced by the local application of 
crude coal tar. 

3. There is improvement in the tone of the cutaneous vessels. 

4. Local anesthesia is produced rapidly without general anesthesia, such as 
might result when ethyl chloride is used. 

5. Cold has an antipruritic effect. 

He was impressed by the effect cold had on acne vulgaris, lichen simplex 
chronica, eczema, fungous infections, alopecia areata, nevi and keratoses. 

Irvine and Turnacliff were particularly impressed with the painlessness of this 
mode of treatment, and they mentioned the good results obtained in the treatment 
of tinea imbricata. 

In November 1943, Bogart reported on the effectiveness of ethyl chloride in 
the treatment of superficial fungous infections, and in 1944, Lewis and Morginson 
reported on the temporary improvement of superficial fungous infections after 
ethyl chloride had been applied locally. They mentioned especially exfoliation and 
the reduction of hyperhidrosis. Of course, the infection was active again in ten 
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days. It would appear that in some cases of Trichophyton purpureum there might 
be exfoliation with the use of liquid oxygen and then benefit from the local 
application of fungicidal remedies. 

In the May issue of the Journal of Investigative Dermatology, Robinson advo- 
cated cryotherapy for dermatitis venenata. While he used ethyl chloride, Irvine 
and Turnacliff used liquid oxygen, with the same effect. 

The application of liquid oxygen was introduced many years ago, but as a 
popular therapeutic agent it has been ignored in this century. I, therefore, am 
grateful to Dr. Kile and Dr. Welsh for bringing this use of liquid oxygen to my 
attention. 

Dr. Ricuarp S. Wess, St. Louis: When Irvine and Turnacliff made their 
report, my colleagues and I started to use liquid oxygen. Our results are perhaps 
not so good as those of Dr. Kile and Dr. Welsh. The fact that the preparation 
is now available in most of the large cities should increase its popularity, because 
it is one of the agents that often causes the disappearance of stubborn intractable 
plantar warts. One will observe that many of the cases of verruca plantaris that 
do not yield to roentgen ray or radium therapy will yield to freezing with liquid 
oxygen. The oxygen is applied, as Dr. Kile described, with swabs, and the swab 
is pressed against the lesion on the sole or on the side of the foot. It is frozen 
rather deeply, and as a result of the treatment (one learns the time by experience; 
fifteen seconds to thirty seconds usually is enough) a bulla forms underneath the 
wart in about forty-eight hours. By incising one edge of the bulla and slipping 
a sharp scissors underneath, the whole thing can be cut off. An oozing surface 
is left, over which may be placed a dry dressing or gauze with bismuth tribrom- 
phenate (“xeroform”). The lesions heals well and Jeaves no painful scar. I have 
many times had good results with this type of treatment for verruca plantaris 
that would not yield to other treatment. Verruca vulgaris on the hands and other 
parts of the body yields to this treatment if one learns the technic. 

I am grateful to Dr. Kile and Dr. Welsh for bringing this to my attention 
again. I feel that it is going to be more popular in the future as one of the 
modalities for these lesions. 

Dr. H. V. Attrncton, Oakland, Calif.: My co-workers and I have used this 
method of treatment in the clinic of the Student Health Service at the University 
of California and in our office for more than fifteen years. It is a convenient and 
helpful method of treatment, particularly in warts. One sees a great number of 
warts in a student health service, and many patients have many lesions. Treatment 
with most other methods is more difficult and time consuming. 

In our experience, the warts that respond best are those that are on the back 
and sides of the fingers and hands and where the skin is thin. The response is less 
uniformly satisfactory, and more treatments and more radical freezing is required 
when the warts are on the palmar surface, on the plantar surface or around the 
margins of the nails. Unfortunately, these are the areas in which warts are often 
stubborn and difficult to treat with any modality. Nevertheless, a trial with liquid 
oxygen, sometimes including several applications at intervals of two or three 
weeks, is desirable and often results in cure. 

One use to which we have put it occasionally, which was not mentioned, is in 
the peeling treatment for scarring. It is true that we apply this infrequently in our 
practice, but if one does wish to promote peeling in postacne scarring, liquid air 
can serve as a means of doing so rather easily. A double or triple applicator to 
increase the size of the swab may be used, and the liquid air is applied in a rolling 
or sliding fashion. In this way a more diffuse action can be obtained and larger 
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areas covered. This is followed by a diffuse erythema and subsequent peeling 
to any degree desired, depending on the intensity and duration of the application. 


Dr. Roy L. Krz, Cincinnati: One thing that has hindered the use of liquid 
oxygen has been the general concept that it was not available. Several companies 
that manufacture it have informed me that it is available in every large com- 
munity in the country. A number of men who have discussed the matter with 
Dr. Welsh and me have been surprised to learn that they could get it in their 
home community. 

I agree with Dr. Weiss and Dr. Allington. We have tried freezing in a few 
cases in which there were deep pitted scars on the face. It seems to help smooth 
out the edges of pits, but is a tedious procedure. 

I personally learned to use liquid oxygen while working at the Barnard Free 
Skin and Cancer Hospital in St. Louis. It has been used at this institution for 
over fourteen years. 

Dr. R. Cranston Low in 1911 wrote an interesting book on “carbonic acid 
snow,” in which he described the use of liquid “air” for some years previously 
and gave in detail the technics then in use with solid carbon dioxide. He said 
that Juliusberg of Breslau, Germany, used,solid carbon dioxide before Pusey did, 
but that Pusey developed the technic for its application. It is to the latter that 
most credit belongs for popularizing the use of this preparation. 

We have not had any experience using liquid oxygen in the treatment of 
fungous infections or dermatitis venenata. There are several references in the 
older literature, before the advent of the use of solid carbon dioxide, about oxygen 
in the treatment of dermatitis venenata. 

We believe that after a thorough trial with this local destructive agent many 
dermatologists will add it to their therapeutic armamentarium. 
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SPINDLE CELL EPIDERMOID EPITHELIOMA SIMULATING 
SARCOMA IN CHRONIC RADIODERMATITIS 


CHARLES F. SIMS, M.D. 
NEW YORK 
AND 


NEVILLE KIRSCH, M.D. 
HARTFORD, CONN. 


T IS well known that epithelioma is a frequent sequel to chronic 

radiodermatitis. MacKee and Cipollaro' stated that its incidence 
has been reported as between 5 and 25 per cent. That the latter figure 
is probably more nearly correct was shown by Montgomery and 
Saunders,? who reported on a study of 259 cases of chronic radio- 
dermatitis in which they observed squamous cell epithelioma in 19 per 
cent. Montgomery and Saunders expressed the belief that the per- 
centage would have been considerably higher had the patients been 
observed for more than five years, as it is well known that cancer may 
occur in so-called roentgen ray skin twenty years after irradiation. 

It is equally well known that, as stated by Saunders and Mont- 
gomery,? MacKee®* and others, the neoplasm is usually if not always 
of the squamous cell or prickle cell variety. Occasionally a pure basal 
cell epithelioma develops in patients with chronic radiodermatitis, but, 
as Saunders and Montgomery ? stated, it is probable that the association 
is coincidental. MacKee* expressed the opinion that chronic radio- 
dermatitis may occasionally cause a basal cell growth, while Wilbert 
Sachs * was inclined to agree with Saunders and Montgomery. 

We call attention to another type of epidermoid epithelioma that 
occasionally occurs in patients with and that is probably caused by 
chronic radiodermatitis. The neoplasm is composed of spindle-shaped 
cells and histologically resembles spindle cell sarcoma and fibrosarcoma. 
We report 2 such cases. 


From the Skin and Cancer Unit, New York Post-Graduate Medical School 
and Hospital. 

1. MacKee, G. M., and Cipollaro, A. C.: Cutaneous Cancer and Precancer, 
New York, American Journal of Cancer, 1937, p. 69. 

2. Saunders, T. S., and Montgomery, H.: Pathologic Histology of Radio- 
dermatitis, in MacKee,* p. 355. 

3. MacKee, G. M.: X-Rays and Radium in the Treatment of Diseases of the 
Skin, ed. 3, Philadelphia, Lea & Febiger, 1938, p. 303. 

4. Sachs, W.: Personal communication to the authors. 
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There have been numerous reports of sarcoma in chronic radio- 
dermatitis (Bohmer,’ Camplani,® Kaplan‘ and others). It is possible 
that most of these reported sarcomas were really spindle cell epithe- 
liomas. MacKee ® told us that he had, over a period of thirty years, a 
number of cases reported to be sarcomas by general pathologists which, 
on careful study, were shown to be spindle cell epitheliomas. He 
observed this neoplasm to be exceedingly difficult to eradicate, this being 
also the case with spindle cell sarcoma. Saunders and Montgomery * 
stated that they had never encountered a true sarcoma in patients with 
chronic radiodermatitis. 

The differentiation is not easy, but with the Van Gieson stain and 
silver impregnation it is possible to prove that the neoplastic cells are of 
epidermal rather than connective tissue origin. In addition, when serial 
sections are studied, the basal cell layer is absent in some areas and 
strands of prickle cells are seen which assume spindle shape in the cutis. 
One reason, perhaps, for the change in shape is compression produced 
by the compact sclerotic connective tissue. 


REPORT OF CASES 


Case 1.—Miss R. C., white and 38 years of age, was first seen by Dr. MacKee 
on Sept. 15, 1943. She had been treated with roentgen rays for hypertrichosis of 
the face and neck fourteen years previously. There was chronic radiodermatitis 
of the lower half of the face and the neck. A successful plastic operation had been 
performed on the left side of the face. Over the right mandible there was a 
hard oval red nodule 1 cm. in length, 0.5 cm. in width and 0.5 cm. in elevation. 
The surface was eroded. The lesion was destroyed with electrosurgical treatment 
under local procaine hydrochloride anesthesia, and there was no recurrence. 

On Oct. 11, 1944, she returned because of a crusted infiltrated ulcer with a 
diameter of 0.5 cm. on the right side of the chin, which she had had for eight 
weeks. A plastic operation was advised and refused. On Jan. 4, 1946, the lesion 
measured 2.5 cm. in diameter. There had been no treatment in the interval. The 
lesion was destroyed by electrocoagulation at the Skin and Cancer Unit and 
recurred within three months. The area was then excised with a scalpel under 
local anesthesia and the tissue was submitted to one of us (C. F. S.). 

Histologic examination showed that the epidermis was somewhat irregularly 
acanthotic and was covered in part by a moderately thick loosely laminated horny 
layer. As can be seen from the low and high power photomicrographs (fig. 1), 
the basal cell layer was missing. Numerous cells of various sizes and staining 


5. Bohmer, L.: Ueber zwei Falle von Sarkom auf réntgenbehandelter Haut, 
Arch. f. Dermat. u. Syph. 164:106-115, 1931; abstracted, Waters, C. A., and 
Kaplan, I. I.: Year Book of Radiology, Chicago, The Year Book Publishers, 
Inc, 1933, p. 784. 

6. Camplani, M.: Un caso di sarcoma da cicatrice, consecutivo a radio- 
dermite? Radiol. med. 14:841-848 (Oct.) 1927. 

7. Kaplan, I. I.: Sarcoma of Cheek Following Tricho X-Ray Treatment for 
Hair on Face, J. A. M. A. 102:595-597 (Feb. 24) 1934. 

8. MacKee, G. M.: Personal communication to the authors. 
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Fig. 1. (case 1)—A, section showing mass of spindle-shaped cells extending 
downward into the corium (low power magnification). B, section showing epider- 
mal cells assuming spindle shape (high power magnification « about 342). 
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qualities were noted streaming down from the prickle cell layer to invade the 
dermis. The mass of cells extended from the under surface of the epidermis to the 
lowermost portion of the section. These cells for the most part were spindle 
shaped; some, however, were oval or round, with corresponding nuclei. The nuclei 
contained one or more nucleoli and intranuclear chromatin could be clearly seen. 
These cells extended in groups or bundles in many directions. Some were cut 
longitudinally and others transversely, and they were rather closely packed. Here 
and there dilated blood vessels could be observed. An occasional mitotic figure 
was present (fig. 1). With the Van Gieson stain the cell mass described took a 
yellow dye. in contrast to the uninvolved collagen, which took the reddish or 
pink dye. 

Case 2.—Mr. J. H., 68 years of age, was first seen by Dr. MacKee on Sept. 27, 
1945. He had been treated with roentgen rays for sycosis vulgaris twenty years 
before. There was typical chronic radiodermatitis of each side of his face. Over 
the right mandible there was a hard oval nodule, 2 cm. in length, 1.5 cm. in 
width and 2 mm. in elevation, of six months’ duration. There was no ulceration. 
The lesion was removed by wide scalpel excision under local procaine hydro- 
chloride anesthesia on October 2. A general pathologist reported sarcoma. 

Our histologic examination revealed the following picture: The epidermis 
was flattened, with obliteration of the rete pegs and papillary bodies. There was 
some parakeratosis and crusting. Extending from the epidermodermal margin 
down to the subcutaneous fat was a diffuse cellular mass composed of bundles 
extending in many directions. The bundles were made up of cells which for the 
most part were ‘spindle shaped, and others which were oval and contained 
nuclei, the latter containing one or more nucleoli. Scattered throughout the mass 
was an occasional foreign body giant cell, and there were a few mitotic figures. 
The neoplastic cells stained yellow with the Van Gieson stain. In places the 
basal cell layer was absent, and there was a downgrowth of squamous cells extend- 
ing into the cutis where they became spindle shaped (fig. 2). 

A slide was sent to Dr. Hamilton Montgomery of the Mayo Clinic. His report 
follows: “I would make a diagnosis of squamous cell epithelioma, grade 4, simu- 
lating a fibrosarcoma. I submitted the slide to Dr. Broders without telling him 
the diagnosis, and he gave the same opinion that I did. I am in accord with the 
belief that sarcoma developing in roentgen ray skin is rare and that most cases 
described as such are of highly malignant squamous cell epithelioma simulating 
fibrosarcoma. I have yet to encounter a true sarcoma following radiodermatitis. 
On the slide sent me there was definite origin shown from the epidermis in 
several places.” 


COMMENT 


We believe that our 2 cases are of so-called spindle-shaped cell 
epitheliomas. The neoplastic cells are apparently of epithelial origin. 
At the point of origin they are oval, but become spindle shaped after 
invading the dermis. While the neoplastic cells stained yellow with the 
Van Gieson stain, this cannot be accepted as absolute proof of epithelial 
origin. We were unable to obtain a proper silver impregnation stain, 
which would have been conclusive and final. Although it is difficult 
to prove with absolute certainty the origin of the spindle-shaped cells, 
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Fig. 2. (case 2)—A, section showing massive invasion of the corium with 
spindle-shaped cells. The origin of the latter from the epidermis can be seen from 
the photomicrograph (low power magnification). B, section showing epidermal cells 


assuming spindle shape as they invade the corium (high power magnification 
x about 342). 
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we feel that, because the basal cell layer has disappeared and the neo- 
plastic cells stained yellow with Van Gieson stain, these cells may be 
assumed to be derived from the prickle cell layer. 


SUMMARY 


Two cases are reported, each with chronic radiodermatitis of the 
face, of many years’ duration. In each case a neoplasm developed in 
the roentgen ray skin. Both neoplasms closely resembled sarcoma his- 
tologically, but on closer study and with special staining were shown to 
be spindle cell epidermoid epithelioma. These spindle-shaped cells are 
derived from the prickle cell layer of the epidermis, and their appearance 
has changed so that they take on an elongated narrow fusiform appear- 
ance, resembling spindle-shaped connective tissue cells. These 
morphologic changes may be due to the associated sclerosis and fibrosis 
that is present in the roentgen ray skin, the squeezing and compression 
effects altering the cell shapes. True sarcomas developing in roentgen 
ray or radium skin are a rarity and have yet to be proved. 


Dr. George M. MacKee gave helpful criticism and advice. 


1840 Grand Concourse. 
56 Garden Street. 
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CHEMISTRY OF PALMAR SWEAT 


V. Ammonia Nitrogen 


WALTER C. LOBITZ Jr., M.D. 
AND 


HAROLD L. MASON, Ph.D. 
ROCHESTER, MINN. 


REVIOUS studies * on the chemistry of palmar sweat were carried 
out on substances (chloride, urea, glucose and uric acid) which were 
also present in measurable concentration in the blood. In some 
instances (urea, glucose and uric acid) ? the studies included observations 
on the concentration in palmar sweat of a chemical constituent at a time 
when its level in the blood had been raised artificially above normal. 

The normal concentration of ammonia in the blood is low (0.1 mg. 
per hundred cubic centimeters). Studies on renal physiology have shown 
that the urinary ammonia, known to be normally as high as 40 mg. of 
ammonia nitrogen per hundred cubic centimeters of urine, is formed 
by the kidneys. It is thought that by manufacturing ammonia the kidneys 
act to help conserve the stores of fixed base for the body.* 

Barney * showed that the average total nitrogen concentration per 
hundred cubic centimeters of sweat is more than twice that of blood. The 
predecessors of Barney and later investigators in this field are in fair 
agreement with this observation. Mezincesco ® reported that of the total 


From the Section on Dermatology and Syphilology, Mayo Foundation (Dr. 
Lobitz) and the Division of Biochemistry, Mayo Clinic (Dr. Mason). 

1. (a) Lobitz, W. C., Jr., and Osterberg, A. E.: Chemistry of Palmar Sweat: 
I. Preliminary Report; Apparatus and Technics, J. Invest. Dermat. 6:63-74 (Feb.) 
1945; (b) II. Chloride, Arch. Dermat. & Syph. 56:462 (Oct.) 1947; (c) IIL. 
Reducing Substances (Glucose), ibid. 56:819 (Dec.) 1947; (d) IV. Urea, ibid. 
56:827 (Dec.) 1947. (e) Lobitz, W. C., Jr., and Mason, H. L.: VI. Uric Acid, 
ibid., to be published. 

2. Footnotes Ic, d, e. 

3. (a) Benedict, S. R., and Nash, T. P., Jr.: The Site of Ammonia Forma- 
tion and the Réle of Vomiting in Ammonia Elimination, J. Biol. Chem. 69:381- 
396 (Aug.) 1926; (b) On the Question of the Origin of Urinary Ammonia, ibid. 
82:673-678 (June) 1929. (c) Best, C. H., and Taylor, N. B.: The Physiological 
Basis of Medical Practice, Baltimore, Williams & Wilkins Company, 1939, 
pp. 630, 631, 638 and 672. 

4. Barney, R. E.: Chemical Analysis of Sweat: A Preliminary Study, 
J. A. M. A. 85:1373-1376 (Oct. 31) 1925. 

5. Mezincesco, M. D.: Composition of Human Sweat: Reaction and 
Chlorine, Nitrogen, Urea and Ammonia Contents, Chem. Abstr. $32:3801 (May 20) 
1938. 
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nitrogen in sweat about 50 per cent was in the form of urea and 20 per 
cent in the form of ammonia. Values of from 2.5 to 35 mg. per hundred 
cubic centimeters for ammonia nitrogen in thermal-regulating sweat 
taken from the general body surface have been reported. There were 
variations in these levels in sweat from different persons and in samples 
collected at different times from the same person.°® 

Kittsteiner,’ stated that the sweat is normally acid and that if it is 
alkaline it is due to the urea being broken down to ammonia. 
McSwiney,®* who reported average normal values of 6.0 and 4.7 mg. of 
ammonia nitrogen per hundred cubic centimeters of sweat, respectively, 
for sweat of women and men, observed that an increase of ammonia 
nitrogen and py occurred if sweat was allowed to stand. By incubating 
sweat for seventy-two hours at 37 C. he. was able to raise the concen- 
tration of ammonia nitrogen from 6.78 to 39.0 mg. per hundred cubic 
centimeters while the py increased from 6.64 to 8.08. These changes 
were thought to be due to the action of bacteria which attacked urea and 
epithelial debris to form ammonia; they did not occur after the sweat 
was passed through a Berkefeld filter. 

By using the technic for collecting palmar sweat directly from the 
openings of the sweat ducts ‘* we secured for our study palmar sweat 
uncontaminated by epithelial cells, oils, bacteria and so forth. The 
chemical analyses for ammonia nitrogen in the sweat -were carried out 
using the ultramicro modification of direct nesslerization of Walker * 
adapted to the spectrophotometer.’ 

The technic of collection used * permitted direct visualization of the 
openings of the sweat ducts during the period of collection. Again, it 
was possible to classify the manner of sweating into the two so-called 

6. (a) Plaggemeyer, H. W., and Marshall, E. K., Jr.: A Comparison of 
the Excretory Power of the Skin with that of the Kidney Through a Study of 
Human Sweat, Arch. Int. Med. 13:159-168 (Jan.) 1914. (b) Talbert, G. A.; 
Finkle, R., and Katsuki, D.: Simultaneous Study of the Constituents of the 
Sweat, Urine and Blood; also Gastric Acidity and Other Manifestations Result- 
ing from Sweating: IV. Ammonia Nitrogen, Am. J. Physiol. 82:639-643 (Nov.) 
1927. (c) Mosher, H. H.: Simultaneous Study of Constituents of Urine and 
Perspiration, J. Biol. Chem. 99:781-790 (Feb.) 1933. (d) Williams, J. W.: The 
Pathological Physiology of the Kidneys (and Sweat Glands) in Infections, Urol. 
& Cutan. Rev. 44:47-49 (Jan.) 1940. (e) McSwiney, B. A.: The Composition 
of Human Perspiration: Samuel Hyde Memorial Lecture, Proc. Roy. Soc. 
Med. 27 (pt. 2) :839-848 (May) 1934. 

7. Kittsteiner, C.: Sekretion, Kochsalzgehalt und Reaktion des Schweisses, 
Arch. f. Hyg. 73:275-306, 1911. 

8. Walker, A. M.: Ammonia Formation in the Amphibian Kidney, Am. J. 
Physiol. 181:187-194 (Nov.) 1940. 

9. Lobitz, W. C., Jr., and Osterberg, A. E.: Use of the Spectrophotometer 
in Capillary Tube Colorimetry for the Determination of Reducing Substances 
(Glucose), Chlorides, Ammonia Nitrogen, Uric Acid and Creatinine, J. Invest. 
Dermat. 7:135-144 (June) 1946. 
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physiologic types: (1) profuse and (2) intermitterit (fig. 1 of the 
article by one of us [W. C. L.] and Osterberg on urea **). 

Five normal men and 5 normal women between the ages of 20 and 35 
years were studied, as previously outlined.** Whenever possible two 


Ammonia Nitrogen in the Palmar Sweat of Normal Persons 








Ammonia 
Age, Physiologic Type Nitrogen, Mg. 
Subject Years Sex Date, 1946 of Sweating per 100 Ce. 


F 4/19 Profuse 
4/23 Profuse 
: Intermittent 
4/24 Protuse 
Intermittent 
4/22 Intermittent 
4/26 Intermittent 
Intermittent 
4/27 Intermittent 
Intermittent 
4/23 Profuse 
Profuse 
4/24 Profuse 
Profuse 
4/25 Profuse 
Profuse 
4/25 Intermittent 
Intermittent 
4/26 Intermittent 
Profuse 
5/1 Intermittent 
Profuse 
4/25 Profuse 
Profuse 
4/26 Profuse 
Profuse 
4/27 Profuse 
Profuse 
4/22 Intermittent 
4/29 Intermittent 
Profuse 
5/ 2 Profuse 
Profuse 
4/29 Intermittent 
Profuse 
5/1 Intermittent 
Profuse 
5/ 2 Intermittent 
Intermittent 
4/30 Intermittent 
5/ 1 Intermittent 
5/ 2 Profuse 
Intermittent 
4/29 Profuse 
Intermittent 
5/ 2 Intermittent 
Profuse 
5/ 3 Intermittent 
Profuse 
5/1 Intermittent 
Intermittent 
5/ 3 Intermittent , 
Intermittent 
5/ 4 Intermittent . 
Profuse 
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collections of palmar sweat were made on the same person within the 
same half-hour period (table). Twenty-seven of these specimens were 
of the profuse physiologic type (from 5 women and 4 men) and twenty- 
eight specimens (from 3 women and 5 men) were of the intermittent 
physiologic type of palmar sweat. The mean value for the concentration 
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of ammonia nitrégen of the profuse type of palmar sweat was 7.7 mg. 
per hundred cubic centimeters (minimum 3.0 and maximum 14.0). The 
mean value for the intermittent type of palmar sweat was 28.9 mg. per 
hundred cubic centimeters (minimum 14.0 and maximum 50.0) (the 
figure). 

In twelve instances (4 men and 3 women) we were able to collect on 
request the two different physiologic types of sweat in the same half-hour 
period from the same subject. The concentration of ammonia nitrogen 
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Profuse Intermittent 
sweat sweat 


The mean values of ammonia nitrogen (expressed as milligrams of ammonia 
nitrogen per hundred cubic centimeters of sweat) with minimal and maximal 
values for the two physiologic types of sweating. 


in the intermittent type of sweat was always higher than in the profuse 
type of sweat, regardless of which type was delivered first in the thirty 
minute period. 

It would seem, then, that the normal palmar sweat gland not only 
can form ammonia, but also, when functioning “intermittently,” can 
concentrate or form ammonia with nearly the same efficiency as the 
renal excreting unit.®® 
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SUMMARY 


Fifty-five specimens of palmar sweat collected from 5 normal men 
and 5 normal women for the study of ammonia nitrogen were grouped 
almost evenly into two so-called physiologic types: profuse (twenty- 
seven specimens) and intermittent (twenty-eight specimens). 

In twelve instances we were able to collect both types of sweat on 
request within a half-hour period. 

The profuse palmar sweat had a lower concentration of ammonia 
nitrogen than the intermittent palmar sweat (mean 7.7 and 28.9 per 
hundred cubic centimeters, respectively). 

The palmar sweat glands, like the kidneys, seem able to form 


ammonia. 





TECHNIC AND PROBLEMS OF ROENTGEN RAY EPILATION 


FRANK C. COMBES, M.D. 
Professor of Dermatology and Syphilology, New York University College of Medicine 
AND 


HOWARD T. BEHRMAN, M.D. 
Assistant Clinical Professor of Dermatology and Syphilology, New York 
University College of Medicine 


NEW YORK 


‘€ ges OF the major problems confronting physicians during the 
war years was the epidemic of ringworm of the scalp. This dis- 
ease of children below the age of puberty has always been a serious 
menace to public health all over the world during the period of a major 
war and its accompanying devastation. The reasons for its spread 
to epidemic proportions during such periods are primarily lack of 
parental observation and control, as well as uncleanliness. The epi- 
demic which occurred in this country during the last debacle began 
with a few scattered and sporadic cases in various cities and gradually 
fanned out to involve the entire country. At the height of the epidemic, 
as many as 1,000 new cases a year were encountered in the active 
clinics of medical institutions. It is a great tribute to American medicine 
that recognition of the severity, contagion and extent of the disease 
brought forth speedy measures of isolation, control and treatment. 
Diagnostic and treatment centers were established in strategic areas 
throughout the country. Information relevant to early diagnosis, case 
finding and treatment was widely disseminated. The public health 
aspect was stressed, and both nursing and medical units worked in 
close cooperation throughout the national school system. Rural as 
well as urban centers had their periodic scalp examinations by physicians 
skilled in the diagnosis of this disease. With the passage of time, the 
epidemic has been brought under control because of the combined efforts 
of dermatologists and public health authorities. At the same time, 
plans have been evolved to minimize the recurrence of future epidemics 
of this type. Various new drugs have been employed with success in 
certain types of ringworm of the scalp, but the major weapon of con- 
trol in the so-called “human” type of case is roentgen ray therapy. 
When the latter method of treatment is.employed by a skilled expert 
it eventuates in the greatest number of cures. 


Read at the Ninety-Sixth Annual Session of the American Medical Association, 
Section on Dermatology and Syphilology, Atlantic City, N. J., June 13, 1947. 
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COMBES-BEHRMAN—ROENTGEN RAY EPILATION 


PREPARATION OF THE PATIENT 


The preparation of the patient is comparatively simple. The scalp 
hair should be either shaved and allowed to grow slightly or clipped 
closely (between % and % inch [0.32 and 0.64 cm.] in length). If 
the hair is more than % inch in length, it acts as a mechanical filter. 
If there are any signs of inflammation of the scalp, as evidenced by 
pustulation or thick crusts, it is advisable to wait until these changes 
have been controlled with wet dressings, antiseptic ointments or other 
therapeutic measures. If there are large areas of alopecia or definite 
scars on the scalp, it is always advisable to photograph the patient 
prior to the epilation in order to avoid medicolegal action in the future. 
The patient and the parent should always be closely questioned concern- 
ing previous treatment and especially about previous roentgen ray 
epilation. In 1 instance, a child had been referred from a clinic, where 
he had been seen by several physicians, to the dermatologic radiotherapy 
department for epilation. The child’s head had been shaved and 
mapped out for the treatment with roentgen rays. The child was so 
docile and showed so little apprehension that the technician commented 
on his lack of fear. The child replied that he was not worried because 
he had had the same treatment three months before. Subsequent inves- 
tigation proved this to be so. The treatment had been administered at 
another hospital, but the mother was dissatisfied and changed hospitals. 
By some error, no record of the treatment was forwarded, and but for a 
chance statement this child might have had permanent alopecia. We 
routinely question the patients and their parents before the roentgen 
ray therapy, despite their clinical records. “Have you ever had your 
head shaved?” “Did you ever lie down under a machine like this?” 
These are routine questions when the patient is brought to the x-ray 
room. } 

It is still claimed by many authorities that irritants of any type 
should not be employed before or after the treatment with roentgen 
rays. However, we have advised in hundreds of cases the daily use 
of tineture of green soap followed by ointments containing 5 and 10 
per cent sulfur or ammoniated mercury both before and after epilation. 
There have been no instances of undesirable sequelae from these appli- 
cations, and we believe that our percentage of failures, recurrences and 
spread to other children has been much smaller because of their usage. 
For three weeks prior to and following epilation a salve containing 3 
per cent ammoniated mercury is advised. For the next three weeks 
the percentage is increased to 5 and finally to 10. The 10 per cent 
ammoniated mercury ointment is used until the patient is discharged. 
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AGE 


The question of the proper age for the performance of epilation 
with roentgen rays is an important one. Formerly, it was stated that 
if a child approached’ puberty he should be treated with local measures 
alone, because the infection would disappear spontaneously. This 
statement is open to question. We have treated.a series of patients 
expectantly, but the disease did not respond despite the onset of puberty. 
In fact, we have seen several patients of 14, 15 and 16 years of age 
and even adults with tinea capitis. 


TECHNIC 


For children below the age of 3 years or in refractory cases, various 
measures have been suggested. Some therapists prescribe sedatives 
in an attempt to quiet the patients. We have seen children treated in 
this manner incapable of following instructions and frequently unable 
to control their movements. The use of wooden blocks or sandbags 
are also of little value in controlling the refractory, frightened or 
extremely young child. In these cases, the fields are mapped out and 
the child placed in position for the first field after the body has been 
mummified. The parent is instructed to don a fluoroscopic lead-rubber 
apron and long lead-rubber gloves. He is shown how to hold the head 
in place for the particular field, without covering any of the sites with 
his fingers. As an additional precaution, the hands are covered with 
the same rubber cut-outs used in the routine epilation. This procedure 
is repeated for the five fields, always screening off the parent’s hands 
with extreme care. The body is protected by means of a lead-rubber 
apron and kept as far from the table as possible. If the assisting parent 
is female, always ascertain whether she is pregnant, as this would, of 
course, eliminate her from assisting in this manner. The reason for 
employing a parent rather than a technician is obvious; the parent is 
but slightly exposed for merely a single treatment. 

The older child is brought into the room and told to sit down on a 
chair. He is usually apprehensive, and it is of the utmost importance 
that he be reassured of the fact that the treatment will not hurt. In a 
small percentage of cases, in which the child is nervous and restless, 
it is advisable to do a trial epilation. This is essentially a dress rehearsal 
of the entire procedure from beginning to end, performing all motions 
with the exception of actually applying the roentgen rays. Several days 
later, when the child returns for treatment itself, he has lost his fear 
and the performance is repeated with ease. It is also of value to con- 
front the patient with another child of similar age who has already 
experienced epilation. The other child is questioned in such a manner 
as to convey the information to the new patient that the treatment is 
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painless. _ Children will frequently believe one another concerning ~ 
transactions of this nature, whereas they remain skeptical of the veracity 
of an adult. 

The measurements of the scalp should be carried out as though a 
game were being played. The child enters readily into the spirit of 
things, and future procedures are rendered less difficult. It is sug- 
gested that the beginning therapist actually measure out the various 
Kienbéck-Adamson ' points rather than employ one of the time-saving 
devices. It is always useful to be able to employ a technic in the absence 
of gadgets, as the latter may not always be obtainable. In this country 
the five point method is employed. 

The use of thick pastes of bismuth compound or similar substances 
for marking is not advised, inasmuch as they may screen out some of 
the rays from an underlying infected point. After the operator has 
become proficient in marking out the fields and knows the method 
thoroughly, it is then permissible for him to employ one of the time- 
saving devices described elsewhere. ‘These are usually obtainable in 
several sizes and enable one to mark out a scalp in a few minutes. In 
unusually shaped heads it is always advisable to check the measurements 
by the original method. 

We still prefer the five point technic of Kienbéck and Adamson. 
This method has stood the test of time and is the method of choice 
for routine scalp epilation. We have employed it personally in the 
performance of several thousand epilations for ringworm of the scalp 
and have never seen a patient in whom there was any undesirable 
permanent effect. 

FORMULA 


Various physical formulas have been suggested by different authori- 
ties for roentgen ray epilation. The various factors will be discussed 
singly. 

The employment of mechanically or thermionically rectified machines 
makes no difference, provided that the calibrations are recent and accu- 
rate. It is preferable to employ a machine which operates at a constant 
potential, in order to maintain the voltage across the tube at or near 
the peak voltage throughout the cycle. This feature has been incor- 
porated in many of the more recently manufactured machines by the 
proper inclusion of condensers in the rectifying circuit. The proper kilo- 
voltage to be employed varies with the therapist. We have performed 
epilations with low voltage (60 kilovolts) and with comparatively high 
voltage for dermatologic therapy (135 kilovolts). There is no great 
difference in results so far as we have been able to determine. How- 


1, Kienbéck, R.: Arch. f. Dermat. u. Syph. ‘83:77, 1907. Adamson, H. G.: 
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ever, routinely, we prefer 100 kilovolts. With the low voltage (60), an 
occasional imperfect epilation may be attributable to the slight degree 
of penetration of rays generated at this figure. The results at 100 kilo- 
volts show little difference from those at higher figures, and the latter 
have greater potentialities for depth damage because of shorter wave- 
lengths (higher frequency or harder roentgen rays). 

The amperage merely expresses the magnitude of the electric current 
and merits no involved discussion. We usually employ a current of 5 
milliamperes. 

The time of exposure has always been a subject of discussion. It 
has been stated that the optimum rate of exposure (exposure per unit 
time) is 100 r per minute. Accordingly, in the past it was stated that 
a so-called epilating dose (300 r) should be delivered in three minutes. 
We see no indications for allotting this long period, provided that the 
employment of extreme care and accuracy are not influenced. With 
refractory children or inactive (and careful) clinics, time is frequently 
a valuable quantity. In some instances, such as in a young and active 
child, it might mean the difference between the success or failure of an 
epilation. We have used a dosage rate of 100 r per thirty seconds, with 
success. Of course, it is well known that if a given amount of roentgen 
units is administered in a short time, the biologic reactions are greater 
than if it is spread out over a longer time. 

The factor of filtration poses some interesting problems. The pur- 
pose of the epilation is, of course, the loosening of the hairs in their 
follicles. It would seem logical to employ a more penetrating ray by the 
insertion of filters, in order to achieve the desired quality of radiation. 
In controlled series the results are comparable regardless of the use of 
filters. Epilations have been performed with no filtration other than 
that inherent in the tube and again with 1 to 3 mm. of aluminum and 
even with 0.25 mm. of copper and 1 mm. of aluminum. . The results 
show little difference. Accordingly, we perform our epilations without 
the use of filters, for the reason that potential depth damage is less and 
the results are just as good or better. 


The focus-skin distance (distance from focal spot of x-ray tube to 
the skin of the patient) varies with the therapist. We employ a focus- 
skin distance of 20 cm. 

The half-value layer (thickness of material which reduces to one-half 
the intensity of a particular beam of radiation) must always be stated in 
order to give information concerning the penetrating power of the beam 
of radiation. We employ a half-value layer of approximately 1 mm. of 
aluminum. Not the effective wavelength, the effective absorption 
coefficient nor the half-value layer (nor any other method which depends 
on an average) affords a unique description of the quality of a beam of 
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radiation according to Quimby.? A beam generated at high voltage, but 
not filtered, so that it has many soft components, may have the same 
average as a beam at lower voltage, but filtered so that its softer rays 
are decreased in importance. For practical purposes, however, if the 
voltage is nearly the same, beams of the same half-value layer are 
essentially alike in their behavior in tissues. It is good practice to specify 
voltage, filter and half-value layer. 

To recapitulate, the other factors include 100 kilovolts, 5 milli- 
amperes, no filtration other than that inherent in the tube (0.5 mm. of 
aluminum), focus-skin distance of 20 cm. and rate of exposure of 100 r 
per thirty seconds (350 r in one minute and forty-five seconds). 


DOSE 


It is important to understand first the exact meaning of this term. 
It is merely the amount of radiation delivered at any particular point. It 
has been loosely referred to as the amount absorbed by the particular 
tissue under treatment. Unfortunately, this is untrue, as that particular 
quantity cannot be measured as yet. We usually refer to the air dose 
in discussions of treatment, because it can be determined with the 
greatest accuracy directly from the calibration of the x-ray tube. It has 
little actual relationship to treatment, because it is merely the amount 
of radiation reaching the central point of the skin field. We are actually 
concerned with the skin dose, which is the air dose plus backscatter 
(radiation scattered back by the tissues). This dose can be measured 
directly on the patient or calculated from various tables. However, for 
purposes of discussion, we shall adhere to the air dose. 

It was formerly taught that 300 r (air) was an adequate epilating 
dose. Experiences in the recent epidemic have shown that this is 
inadequate. Routinely, we employ 350 r. Various therapists employ 
275, 300, 375, 400 and even 425 r. We have observed that this amount 
(350 r) will afford a high percentage of satisfactory results, in both 
clinical and private practice, when the patients are carefully studied and 
observed following treatment. With this dose, we have not observed a 
single instance of permanent alopecia. The question naturally arises 
as to the amount of roentgen rays that can be administered to a scalp 
at a single time and still be followed by regrowth of hair. This question 
is unsettled. Various investigators have administered almost double 
this dose to small areas of the scalp and observed regrowth of hair. 
However, this observation obviously contributes little information on the 
treatment of the entire scalp. We know of and personally observed a 
single case in which the entire epilation (350 r) was repeated within one 
week, The error was not discovered until the fifth field was about to be 


ys Quimby, E. H.: Physical Basis of Radiation Therapy, Ann Arbor, Mich., 
Edwards Bros., 1941. 
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exposed for the second time, and this last exposure was not performed. 
The hair fell out in the customary period of time for a perfect defluvium. 
Regrowth commenced in three months and was entirely completed by 
the end of the fourth month. Apparently, the margin of safety is 
much greater than it is generally considered to be, although the interval 
of one week is vastly different from an immediate dose of 700 r. The 
most intrepid investigator hesitates to experiment with higher doses when 
the specter of permanent alopecia overshadows his innocent charges. 
It is sufficient to know that a certain safe dose will be adequate in the 
majority of cases. 

The biologic reaction must also be considered. It has been reported 
that in persons with fair hair, light complexion and thin’ skin erythema 
(from roentgen rays) will develop with a dose of 300 to 350 r. On 
the other hand, in persons with dark hair skin erythema may not 
develop with less than 500 r. There is a diversity of opinion, however, as 
to whether the threshold erythema of blond and brunet persons differ. 
The.investigators doubt its occurrence. Our experience has been that 
a Negro child will experience successful epilation with a dosage of 350 r. 
The majority of white children respond similarly, but a small percentage 
require 375, 400 and even 425 r for complete epilation. 

MacKee, Mutscheller and Cipollaro* stated that there is a direct 
relationship between the biologic effect and the number of roentgen units 
required to obtain such biologic effect. Some ionometers give one read- 
ing for a given biologic effect, and others give entirely different readings. 
Commercial ionometers also vary with the mean wavelengths of a 
roentgen ray beam. lIonometers should be calibrated against an open 
standard chamber and against a biologic effect, such as erythema or 
epilation. There is no uniformity in the readings of different ionometers. 
This is the basic reason that one dermatologist requires 400 r for an 
epilation and another requires 300 r for the same biologic effect. If 
the same ionometer were used to calibrate the two x-ray machines, the 
number of roentgen units would probably be the same. As an additional 
safety factor, all x-ray machines should be calibrated against a biologic 
standard, viz., the erythema dose or the epilating dose. 


METHODS OF VALUE IN INCREASING FACTORS OF 
SAFETY AND TIME 


Measurement.—After the beginner has mastered the technic of 
measuring the Kienbock-Adamson fields, he may employ one of the 
time-saving devices now available. The one we employ consists of three 
strips of intersecting transparent plastic material joined together to form 
a small cap. 


3. MacKee, G. M.; Mutscheller, A., and Cipollaro, A. C.: Treatment of Tinea 
Capitis with Roentgen Rays, Arch. Dermat. & Syph. 58:458 (May) 1946. 
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Fixation of the Head.—Various measures have been suggested in 
order to insure against motion of the patient’s head during the course 


‘of treatment. Sandbags are frequently employed by being stacked under 


and along the sides of the head. In our experience they have been a 
nuisance because of their weight and the blocking of vision. Wooden 
blocks are used in several institutions and are of some value. We 
employ a thin but soft pillow. 

A certain amount of difficulty is experienced by most operators in 
directing the x-ray beam perpendicularly to the plane of the particular 
field under treatment. Some operators merely direct the tube (with 
either an open port or a large cone) toward the scalp in what they 
consider to be an approximate 90 degree angle. This method is not 
exact. Others have employed soft pegs of wood placed on the tube 
stand. Whether these pegs absorb any radiation is questionable. A 
device to surmount this difficulty, first described by Levin and Behrman,* 
has been successfully employed in the Dermatologic Radiotherapy Clinic 
of Mount Sinai Hospital. It had been made ini response to a request 
for some method which would lead to more accurate focusing of the 
roentgen rays on the five points of the Kienbock-Adamson fields. Prior 
to this, intersecting silk threads had been placed over the cone in an 
unsatisfactory effort to locate the center. With the present method, a 
wide cone with a focus-skin distance of 15 mm. is placed over the portal 
of an x-ray tube. The device is so constructed as to slide over this 
cone. It consists of a thin circular metal sheet of the same size as the 
cone. At the edges of this metal sheet are three small metal knobs, 
which enable the device to slide on and off the cone with ease. In the 
exact center of this metal sheet is a blunt steel rod, which extends down- 
ward for an additional 5 cm., thus increasing the focus-skin distance 
to20cm. The roentgenologic technic, accordingly, incorporates a focus- 
skin distance of 20 cm. among its other physical factors. 

In the actual performance of the epilation, the child is placed in 
the proper position and shielded with lead rubber. The device is placed 
on the cone. The flat surface of the device is then made parallel to the 
plane of the area of scalp under treatment, with the projecting rod 
touching the respective Kienbéck-Adamson point. The x-ray tube is 
then locked into position and the device gently removed from the cone. 
This procedure is repeated for each of the five fields. 


POSSIBLE DANGERS OF ROENTGEN RAY EPILATION 


The only real danger of roentgen ray epilation is permanent alopecia. 
Despite reports of such reactions as being due to idiosyncrasy to the 
roentgen rays, we have never seen a single instance following hundreds 


4. Levin, O. L., and Behrman, H. T.: Device of Value for Roentgen Ray 
Epilation, Arch. Dermat. & Syph. 54:200 (Aug.) 1946. 


‘ 





82 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


of epilations. The occurrence of permanent alopecia suggests over- 
dosage, primarily due to an error or faulty technic. Such an error could 
follow the application of roentgen rays after the use of filtered radiation’ 
if the filters have been removed and no change made in the control 
panels. Errors might also follow a change from a greater to a lesser 
distance without modification of the basic formula. It is for this reason 
that a busy clinic should adopt a single, uniform and successful technic 
for all epilations. We always insist on the penciled drawing of a large 
scalp with five fields prior to each epilation. This drawing is placed 
on the table in front of the operator. As the field is treated, a large 
cross is drawn through the field. This avoids repetition of a treatment 
to any single field as well as the panicky feeling that suddenly overcomes 
an operator who cannot remember whether field 2 or field 3 has already 
been treated. In addition, the field should be treated in a definite and 
precise sequence. The operator should know that field 3 is followed 
by 1, then 2, then 4 and finally 5, if this is the sequence adopted by that 
particular clinic. This detail appears unimportant, but may be of critical 
importance in the midst of an epilation performed by a student or 
beginner. No epilation should ever be permitted without supervision 
unless the student has watched ten and performed at least five epilations 
to the complete satisfaction of the instructor. The formula and setting 
of the proper dials for the particular technic adopted by the clinic should 
be checked and rechecked before each treatment. If the machine or 
machines are in daily use, calibrations should be performed at least once 
amonth. The latter insures against a shift or falling off of dosage at the 
periphery of the area under treatment. Fields should always be measured 
for each machine in use in order to insure against major variations in 
dosage at their peripheries. 


RESISTANT INFECTIONS FOLLOWING ROENTGEN RAY EPILATION 


In a certain percentage of cases the defluvium may not be complete 
or reinfection (from contaminated hats, articles of clothing, other chil- 
dren or infected members of the same family) may occur. In the latter 
cases it cannot be emphasized too frequently that the child who has 
recently experienced epilation should remain in semi-isolation from other 
children. Following the roentgen ray epilation, all infected articles of 
clothing should be burned. Stocking or linen caps (over which cheap 
new woolen caps or hats may be worn) should be used and destroyed 
every few days or weeks. 

In those patients with incomplete defluvium there must be a careful 
follow-up and rechecking at close intervals. If small patches of fluo- 
rescent hairs are still present, they should be removed manually under 
the Wood light. If trained technicians are not available, the parent may 
be instructed in the performance of this technic and permitted to work 
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on the child’s scalp for fifteen to thirty minutes daily. A sharp pointed 
splinter forceps is most suitable for this purpose. Small recurrent patches 
may respond to applications of iodine in an effort to produce a local 
inflammatory reaction. If several hairs repeatedly show fluorescence, it 
may be necessary to infiltrate the area with a local anesthetic (2 per cent 
procaine hydrochloride) and destroy the hairs with electrolysis or electro- 
desiccation, as suggested by Costello.® 

The question of further treatment in patients who have already been 
subjected to a single epilating exposure is a serious one. Opinions 
differ as to the length of time which should elapse between the first and 
second exposures. Six months is generally considered to be a safe period, 
although we prefer nine months to one year. The same technics and 
physical factors are employed. We again expose the child to a dosage 
of 350 r. These patients must be followed with extreme care and 
thoroughness, inasmuch as a second failure is a serious problem from 
the viewpoint of physical, mental and public health. Some authorities 
advise even a third roentgen ray epilation, but we believe the procedure 
too dangerous. If the child has run the risk of permanent alopecia on 
two successive occasions, the performance of a third is suggestive of an 
invitation to disaster. Fortunately, we have never been faced with this 
problem in our own department. If the necessity arose, we would 
probably attempt to treat the patient with local measures and manual 
epilation, regardless of the ultimate prolongation of treatment. 


CRITERIA OF CURE 


In the average case, the patient may be considered cured if an exami- 
nation under the Wood’ filter fails to reveal fluorescence of the hair on 
two successive occasions separated by a three week interval. This, of 
course, applies only to the usual types of tinea capitis produced by fungi 
which exhibit fluorescence under this filter. The other, and fortunately, 
rare, forms of this disease can only be followed by microscopic and cul- 
tural examination of the infected hairs. It is important to perform 
similar examinations, also, in the usual cases of tinea capitis. 


PUBLIC HEALTH ASPECTS 


A group of dermatologists in New York outlined a group of measures 
designed to control subsequent epidemics of tinea capitis. These mea- 
sures, as advanced by Lewis, Silvers, Cipollaro, Muskatblit and Mitchell,® 
are as follows: 


5. Costello, M. J.: Epilation by Electrodesiccation of Hairs of Scalp Infected 
by Fungi, Arch. Dermat. & Syph. 54:210 (Aug.) 1946. 

6. Lewis, G. M.; Silvers, S.; Cipollaro, A. C.; Muskatblit, B., and Mitchell, 
H. H.: Measures to Prevent and Control an Epidemic of Ringworm of the Scalp, 
New York State J. Med. 44:1327 (June 15) 1944. 
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1. Case Finding.—(a) Tinea capitis should be made a reportable disease. (b) As 
a preliminary step to control an epidemic of ringworm it is essential to make a 
city-wide case-finding survey of all school children, using filtered ultraviolet rays. 
(c) The case-finding survey should be repeated every three months. (d) The exam- 
ining team should be equipped and instructed to take material for microscopic 
examination and cultures when the examination is made. (e) When cases are found, 
a district diagnostic center should be set up. (f) The city should appropriate 
sufficient money for these projects. (g) Cultures should be performed before the 
roentgen ray epilating dose is administered. (h) A pamphlet describing ringworm 
of the scalp in simple terms should be given to every child in the school before the 
examining team reaches the school. 

2. Education of the Public—The public should be reached through the press, 
from pamphlets and by the radio. In this way uninfected children and their parents 
may be apprised of dangerous habits or practices. 

3. Institutions—It is recommended that city-wide, complete and periodic inspec- 
tion of children who are in institutions be made by qualified physicians. No child 
is to return home from an institution unless it has been examined under filtered 
ultraviolet rays. No child should be accepted for institutional care without a 
report of freedom from the disease after examination under filtered ultraviolet rays. 

4. Barber Shops—(a) The barbers should be told about the epidemic and 
cautioned to be on the lookout for lesions on the scalp. (b) The barbers should 
be prohibited from cutting the hair of a child known to have or suspected of having 
ringworm infection. (c) The possibility of chemical sterilization of barbers’ instru- 
ments is to be considered. 

5. Movies and Other Public Places—Children should wear hats as a precaution 
against infection in public places, such as picture houses, children’s clinics and 
subways. 

6. Preparation for Roentgen Ray Treatment.—Clipping and shaving of the hair 
prior to epilation should be done in the clinics at which infected children are 
treated, or the parents should be instructed to do so. The parents should be warned 
not to take an infected child to a barber. 

7. Treatment—(a) Roentgen ray epilation is the best available treatment in the 
majority of cases of ringworm infection of the scalp due to Microsporum audouini. 
Infection due to Microsporum lanosum usually does not require roentgen ray 
therapy. (b) The Department of Health should register equipped and properly 
staffed clinics and qualified physicians for the treatment of ringworm of the scalp. 
It is hoped that the registration itself will act as a deterrent to improper treatment 
with roentgen rays. 

8. Suggested Method of Management.—Observation of the patient under filtered 
ultraviolet rays prior to the administration of roentgen rays is-an integral part of 
the treatment, since it establishes the extent of the infection. ; 

9. Criteria for Cure—It is recommended that no child be permitted to return 
to school until he is entirely free from infection. At least two examinations with 
negative results, one week apart, under filtered ultraviolet rays should be made 
before the child is referred to the Board of Health for admission to school. A sub- 
sequent examination under the filtered ultraviolet rays one month after return to 
school should also be performed. 

Prevention of Tinea Capitis—In a community in which there are no cases, 
but in which the children may come into contact with the infection, the school 
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board would be well advised to purchase a Wood light and have the school nurse 
instructed in its use. The children in the schools could then be periodically 


examined not less than every three months. 


104 East Fortieth Street. 


ABSTRACT OF DISCUSSION 


Dr. ANTHONY C. Creottaro, New York: This paper is timely and important. 
The epidemic of ringworm of the scalp is still spreading throughout this country. 
I am not sure that we have reached the peak. My co-workers and I still see many 
cases in our clinics. 

I have been unable to evaluate critically the advantages of the use of fungicides 
before, during or after epilation with roentgen rays. My impression is that such 
medicaments are superfluous and harmless. A good result depends on an epilation 
expertly performed, good and regular follow-ups after epilation and the manual 
removal of any fluorescent hairs that might be present. 

I would like to confirm the observations of the authors in regard to the spon- 
taneous cure of ringworm of the scalp at puberty. My experience is that the 
infection persists for years after puberty. I have been watching a girl for three 
and one-half years, and now she is a well developed 17 year old girl and is still 
afflicted with ringworm of the scalp in spite of intensive treatment with all methods 
except epilation with roentgen rays. She has received even hormone therapy. 

The focus-skin distance should be 20 cm. If it is more, there is too much 
overlapping, with possible resulting permanent epilation, and if it is less, insufficient 
radiation reaches all portions of the scalp, resulting in partial epilation. 

Unfortunately, all ionometers with thimble chambers do not give the same 
readings in the x-ray beam. For each quality of radiation, a different chamber 
has to be employed, so that there will creep into the literature different values for 
the epilating dose. The final test of what the epilating dose should be is not the 
physical calibration of the apparatus, but the combination of the physical and 
biologic measurements. Once this biologic standard has been established it will 
work for all children, whether white or Negro. 

In most instances it is not advisable to apply an epilating dose of roentgen rays 
to a single involved area; perhaps a modification of this method might prove useful. 
The modification consists of epilating the involved single area with roentgen rays 
and treating the entire scalp, as though it were infected, with fungicidal agents. 

Tinea capitis appears to be on the increase. During the first ten months of 
1945, 428 cases were registered at the Skin and Cancer Unit in New York, and 
during the same period in 1946, there were 548 cases. About 95 per cent of the 
cases are due to Microsporum audouini. 

At this time the largest percentage of cures obtained in the shortest time is 
with the five point Kienbéck-Adamson technic. Lewis and his associates (N. Y. 
J. Med, 44:1327 [June 15] 1944) reported about 90 per cent cures with roentgen 
rays. At the Skin and Cancer Unit we have obtained approximately 95 per cent 
cures in a carefully controlled series of 300 patients treated with roentgen rays. 

Results obtained with topical remedies vary widely. Carrick (J. A. M. A. 
131:1189 [Aug. 10] 1946) obtained about 40 per cent cures; MacKee and his 
associates (J. Invest. Dermat. 4:43, 1944) obtained about 54 per cent cures; 
Strickler (J. A. M. A. 182:65 [Sept. 14] 1946) obtained about 64 per cent; 
Schwartz and his co-workers (J. A. M. A. 132:58 [Sept. 14] 1946) obtained 100 
per cent cures, and Miller and his associates (J. A. M. A. 132:67 [Sept. 14] 1946) 
obtained about 10 per cent cures. Treatment with topical remedies is cumbersome, 
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time consuming, economically wasteful, irksome to parents, nurses and children, 
uncertain, discouraging and sometimes painful. From three to nine months are 
required to obtain a cure. Failure to obtain quick cures may increase the number 
of cases. Prolonged segregation and stigma cause emotional upsets. 

Topical remedies should not be used as a substitute for roentgen rays. They 
should be used when roentgen rays are not available or practical. Roentgen rays 
are safe when properly used. The technic of epilation of the scalp is simple and 
can be easily*learned. One technician operating one x-ray machine can treat about 
3,000 patients in one year. 

Lewis, Silvers, Cipollaro, Muskatblit and Mitchell published a paper in the 
New York State Journal of Medicine in June 1944 in which they discussed the 
epidemic, the measures to control the epidemic and the methods to prevent tinea 
capitis. Their opinions are the same today as they were when they first expressed 
them in 1944. 

Dr. Francis A. Extis, Baltimore: In Baltimore there is an epidemic of tinea 
capitis. The number of cases is unknown, because at the start of a survey in the 
schools there was such a burden on the dermatologic staffs and the clinical 
facilities that the survey was allowed to lag. Most of the cases (over 90 per cent) 
are due to M. audouini. Epilation frequently has been good with 330 r without 
filtration (half-value layer of % mm. of aluminum), but my co-workers and | 
have had to increase the dose over the occipital region in order to. obtain good 
epilation in this area. I do not know just what is the difficulty, unless it is 
improper angulation. 

Good clinical results may be obtained even when we do not get perfect epilation. 
Perhaps curing of the tinea over large areas helps to cause some immunity and 
brings about the cure. In 1 case we tried the four point technic. Possibly because 
of improper angulation of the tube, after seven months there is a sparse growth of 
hair in the crown, and the skin in this area shows signs of early roentgen ray 
dermatitis. There was not an overdose at the sides, because here the hair grew 
after the normal interval. Apparently wrong angulation of the tube resulted in 
too much overlapping of the four doses on the crown. 

Dr. I. M. Fet_suer, Chicago: In Chicago the epidemic of microsporon infection 
of the scalp of children was recognized as early as 1941. At that time epilation 
with roentgen rays was instituted first at the Northwestern University Clinic. To 
date epilation has been done in 1,010 patients. Of these, 925 were given roentgen 
rays to the entire scalp and 85 only locally. In the 925 patients who received 
roentgen rays to the entire scalp, the percentage cured was 98. In the 85 for 
whom epilation was done only in local areas, the percentage cured was 65. 

The five point technic was employed exclusively. I have used two machines, 
one in my private office and one in the clinic. The factors used in the Northwestern 
Clinic are 5 milliamperes, 80 kilovolts, a focus-skin distance of 10 inches (25.4 cm.) 
and no filters, giving 350 r. In my private office the factors used are 5 milliamperes, 
72 kilovolts, 9% inches (23.5 cm.) focus-skin distance and no filters, giving also 
350 r. ; 

I had occasion to treat 16 patients that had presented problems, because in some 
other parts of the city some roentgenologists used fractional doses and others 
again used doses giving unsatisfactory results. In those circumstances 16 patients 
experienced epilation a second time in five to six months after the first treatment, 
and the result in all of them was excellent. However, my colleagues at the 
University and I felt that in spite of the fact that epilation with roentgen rays is 
the most efficient method we have at present for tinea capitis and that in the hands 
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of a skilled operator it is absolutely safe, a search should be maintained for still 
simpler remedies. We have tried the entire gamut of all the older and newer 
fungicides. All of these were unsuccessful. Diethylstilbestrol was given in 0.5 mg. 
doses to 60 boys; the results were unsatisfactory. Male hormone was given to 
50 boys, parenterally 15 mg. once a week and orally 35 to 40 mg. a week. These 
results also proved disappointing. 

In December 1945 information reached us concerning the work of Dr. Schwartz 
and his co-workers in the epidemic at Hagerstown, Maryland, where they used an 
ointment consisting of salicylanilide 5 per cent in “carbowax 1500.” Last month 
a survey was made on 150 patients treated in this manner. The result showed 105 
patients were cured during that period, or 70 per cent of the entire group. The 
longest interval required for effecting a cure was fourteen months; the shortest 
was three months. In that period we also included at least six weeks of observation 
of the patient, even after we thought that the patient was cured, because no patient 
was discharged until at least three successive negative cultures were obtained. 
The fluorescence during that time was persistently absent under the Wood filter. 
Eighty of these patients were cured in an average period of five and one-half 
months. The entire group of 105 patients required an average time of six and 
a quarter months. 

It is fair to say that in milder cases, that is, cases of tinea capitis in which one 
or two small areas exist or in which not more than one quarter of the scalp was 
involved, this local treatment has proved the best of any we have ever tried. In 
the cases of severe disease roentgen ray therapy was superior to it. In instances 
when x-ray equipment is not available, we feel that this treatment, topical applica- 
tion of salicylanilide 5 per cent in “carbowax 1500,” certainly should be tried. 

Dr. Louis Pipkin, San Antonio, Texas: My colleagues and I met with one 
complication. We administered roentgen ray epilation to a woman, age 28, who 
had had an infection with M. audouini for some eighteen years. We gave her 
360 r, and just as hair started to grow again total alopecia of the scalp developed. 
Other areas of alopecia also developed; she lost the eyebrows, the eyelashes and the 
hair of the arm pits, pubes and typical areas of alopecia areata. This was difficult 
to explain to the patient, but after about three months she had a regrowth of 
normal hair. 

Dr. Georce M. Lewis, New York: Some time ago my colleagues and I reported 
our results with local epilation when the infection is limited to one or perhaps 
two areas on the scalp. We pointed out pitfalls and the fact that our results were 
by no means perfect. We still use this method in selected cases, and I do not 
believe that it should be discarded entirely. A child who has one small area, par- 
ticularly if a girl, may be readily treated in this way, with the understanding 
beforehand that if a failure occurs the five point method may be necessary after 
a lapse of three months. When one considers the element of time involved in 
regrowth in a girl who had long hair, I think that we all realize the advantage of 
epilating in only a small area and thus saving the psychic trauma, which is often 
pronounced after complete epilation. In giving this single dose, one should shield 
the normal area, leaving a margin of normal tissue, and give a slightly larger 
dose than with the five point technic. Furthermore, it is essential after giving the 
roentgen rays to keep the scalp thoroughly greased and not to wash the scalp until 
three weeks have elapsed following the exposure to roentgen rays. 

Dr. C. Guy Lane, Boston: I agree with the details which are given in this 
paper. I think that any physician who is treating tinea of the scalp with roentgen 
rays should pay attention, as Dr. Hazen emphasized many years ago, to every 
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single detail. One cannot forget the case of permanent epilation which resulted 
following the stopping of the clock which was being used to time the treatment. 
One cannot forget finding a measuring rod 4 inch (1.27 cm.) short when one checks 
up on details. I remember the case in my own clinic in which an area was treated 
twice. I had treated three areas and had left the rest of it to one of the graduate 
students. I found that he had treated an area which I had treated before. Fortu- 
nately, on that particular day the machine was not working, and no epilation 
occurred. One cannot depend on that in treatment. A small piece of plaster to 
each area after it is treated is a good reminder. 

Dr. Behrman called attention to 300 r as a dose for epilating purposes. I think 
that we have to remember that that dose has to be figured out for the machine 
and perhaps for the type of meter. In the clinic we use from 290 to 300 r, measured 
with a Victoreen meter. We started in the beginning with 280 r and gradually 
worked up until we found the dose which gave us a satisfactory even epilation. 
As a matter of fact, in many cases we do not need to get 100 per cent epilation. 
Many cases will clear up with 90 to 95 per cent epilation, so that one does not need 
to take the additional risk. 

I have made it a rule to treat a patient a second time in not less than six 
months. So far we have had good regrowth. I have not run into alopecia areata 
as a complication. I want to emphasize the need for attention to every detail in 
regard to epilating scalp hair with roentgen rays in tinea capitis. 

Dr. J. Water Witson, Los Angeles: The epidemic of tinea capitis in Los 
Angeles is just starting. I wish to call to your attention the fact that fluorescence 
is not limited to “light” within a range of angstrom units between 3,000 and 4,000, 
but continues on downward. Cold quartz therapeutic lamps, 90 per cent of the 
radiation of which is below 3,000 angstrom units, can be made to serve as Wood’s 
light sources only if a filter is interposed which allows the passage of such thera- 
peutic radiation. If such a lamp is used in the examination of tinea capitis, pre- 
cautions must be taken to avoid damage to the operator’s hands or the child’s scalp 
or eyes. Recently some manufacturers have placed on the market such “dual 
purpose lamps,” without sufficient warning of the dangers involved. 

Dr. Howarp T. Benrman, New York: It is apparent from this discussion that 
the epidemic is still at more or less of a maximum throughout the country and 
that we are all concerned as to the best method of treatment in our cases. I agree 
with Dr. Cipollaro that cure depends not only on expert epilation but on careful 
follow-up and the intelligent handling of the patient by the parent and the clinic. 
I also agree, as has been presented in the original paper, that I have not seen 
spontaneous cure at puberty. A number of patients that we treated expectantly 
reached the ages of 14, 15, 16 and 17 years, and finally the scalp hair had to be 
epilated. 

As to the question of how large a dose of roentgen rays can be applied to the 
scalp with regrowth of hair, it is an interesting point. I have seen 3 children with 
tumors of the brain, each of whom received over 5,000 r to the scalp within a 
period of seventeen days, and in each of whom there was complete regrowth of 
hair. Of course, the physical factors were different. These patients were treated 
with high voltage machines, but there is still the problem of how many roentgen 
units the scalp can take. 

Dr. Ellis has raised the question as to why the occipital region will frequently 
not show complete defluvium, whereas the rest of the scalp will. We have observed 
that, too. I have felt that the probability is that in the occipital area, anatomically, 
there are depressions where maximum concentrations of fluorescent hairs are some- 
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times seen and that the basis is probably on a concentration of infection as well 
as some anatomic reason for incomplete penetration. 

I agree with Dr. Felsher that we have had no results with hormone therapy. 
We treated, experimentally, a series of patients and finally had to discontinue 
treatment because of the fact that the parents were considerably alarmed when 
they observed growth of other organs which were not incidental to the treatment 
of the scalp. I want to express my sympathy to Dr. Pipkin on his case of alopecia 
areata resulting from epilation; that is an unfortunate complication. 

I agree with Dr. Lewis on the value of local epilation in certain selected cases. 
Having worked in his clinic, I would like to stipulate that if one uses local epilation, 
the patients must be followed as carefully as they are in the Cornell medical group. 

I agree with Dr. Lane on the point that one does not need complete epilation 
with roentgen rays for cure. If these patients are followed carefully and fluorescent 
hairs removed, even in those with incomplete epilation and a fringe of infected 
hairs, one may still obtain a clinical cure. 

Concerning Dr. Wilson’s comment on the use of Wood’s filter over cold quartz 
applicators, another complication that should be mentioned in addition to sunburn 
of the patient’s hands is that such types of radiation may produce conjunctivitis. 
Dr. Cipollaro has also observed these reactions. 
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UTANEOUS leishmaniasis is of special interest at this time because 

of its occurrence in troops stationed in endemic zones and because 

it must be considered in the differential diagnosis of the ulcerated cuta- 

neous lesions seen so frequently in tropical areas. With the return 

and demobilization of soldiers, physicians should be especially alert for 

the presence or possible recurrence of such diseases acquired during 
tropical service. 

Two principal types of cutaneous leishmaniasis are described: (a) 
that seen in the Old World, called oriental sore or Delhi boil, and (b) 
that seen in the New World, called American leishmaniasis. Both 
types produce chronic granulomatous cutaneous lesions and are diag- 
nosed by demonstrating Leishmania organisms in smears or histologic 
sections. The Delhi boil has usually been described as a relatively 
benign self-limited disease, of importance chiefly because of the scars 
produced on the face or other exposed parts of the body. On the other 
hand, American leishmaniasis has been described as a more serious 
infection which may produce nasopharyngeal lesions and may even 
result in death.’ 


The cases reported are from the Dermatology Department of the Medical 
Service and the Board of Health Laboratory, Gorgas Hospital, Ancon, Canal Zone. 

At the time of writing Dr. Snow was a lieutenant colonel and Dr. Satulsky and 
Dr. Kean were majors in the Medical Corps, Army of the United States, on 
terminal leave. 

The following physicians cooperated with us and made clinical studies: Capt. W. C. 
Knott, Medical Corps, who referred cases 1, 2 and 3 from the Station Dispensary, 
Fort Davis, Canal Zone; Lieut. Col. V. Mosley, Medical Corps, who was in 
charge in case 4, Station Hospital, Fort Amador, Canal Zone; Major M. R. Rubin 
and Capt. P. Ashman, Medical Corps, who were in charge in case 5, Station 
Hospital, Fort Kobbe, Canal Zone, and Lieut. Col. M. H. Judd, Medical Corps, who 
was in charge in case 7, Margarita Hospital, Canal Zone. 

1. Fox, H.:. (a) American Leishmaniasis: Report of Cases Observed in 
Brazil, Arch. Dermat. & Syph. 23:480-502 (March) 1931; (b) American Leish- 
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In the Americas the disease is most prevalent in Brazil, especially 
in the states of Sao Paulo and Bahia, and in Peru, Paraguay and Bolivia. 
In Central America it is less common, but is found in Guatemala, Hon- 
duras, Costa Rica and Panama. In North America it occurs frequently 
on the Yucatan peninsula, among the laborers who collect chicle. 
Dwork ? reported 4 cases of oriental sore in 1942 and collected 24 others 
from the literature published in the United States and Canada; these 
cases, however, were all “imported.” Recently a single autochthonous 
case was found in the vicinity of Corpus Christi, Texas.* The dis- 
tribution of American leishmaniasis, especially in relation to that trans- 
mitted by the sandfly (Phlebotomus), has been summarized by Shat- 
tuck. Several unusual types of American leishmaniasis have recently 
been noted by Costa.® 

Leishmaniasis is uncommon in the Canal Zone area, a total of only 
18 cases having been observed at Gorgas Hospital since 1904. Five of 
these were noted during the construction years of 1910-1912 and were 
reported by Darling,® Herrick,’ Darling and Connor* and Bates.® 
Another case was observed in 1925. No further cases were noted 
until 1937, when the disease was diagnosed in 2 persons. In 1938 
there was 1 case, 1 in 1942, 1 in 1943, 6 in 1944 and 1 in 1945. Kean” 


maniasis: Further Observation, ibid. 30:241-242 (Aug.) 1934; (c) American 
(Mucocutaneous) Leishmaniasis, in Bercovitz, Z. T.: Clinical Tropical Medicine, 
New York, Paul B. Hoeber, Inc., 1944, pp. 237-245. 

2. Dwork, K. G.: Cutaneous Leishmaniasis (Oriental Sore) in the United 
States and Canada, Arch. Dermat. & Syph. 45:676-684 (April) 1942. 

3. Stewart, C. D., and Pilcher, J. F.: American Leishmaniasis: Report of an 
Autochthonous Case, Arch. Dermat. & Syph. 51:124-128 (Feb.) 1945. 

4. Shattuck, G. C.: (a) The Distribution of American Leishmaniasis in Rela- 
tion to that of Phlebotomus, Am. J. Trop. Med. 16:187-205 (March) 1936; 
(b) Chiclero Ulcer and Other Forms of Leishmaniasis in America, Publication 
499, Carnegie Institution of Washington, 1938, pp. 113-140. 

5. Costa, O. G.: (a) American (Mucocutaneous) Leishmaniasis, Arch. Dermat. 
& Syph. 49:194-196, (March) 1944; (b) Mutilating Forms of American Leish- 
maniasis, ibid. 50:328 (Nov.) 1944; (c) American Leishmaniasis of Frambesial 
Type, ibid. 50:394-395 (Dec.) 1944. 

6. Darling, S. T.: Oriental Sore in Panama, Arch. Int. Med. 7:581-597 
(May) 1911. 

7. Herrick, A. B.: An Unusual Type of Oriental Sore, Proc. M.A. Isthmian 
Canal Zone (pt. 2) 3:21-25, 1911. 

8. Darling, S. T., and Connor, R. C.: A Case of Oriental Sore (Dermal 
Leishmaniasis) in a Native Colombian, J.A.M.A. 56:1257-1258 (April 29) 1911. 

9. Bates, L. B.: Leishmaniasis (Oriental Sore) of the Nasal Mucosa, Proc. 
M.A. Isthmian Canal Zone (pt. 2) 5:83-84, 1913. 

10. Kean, B. H.: Cutaneous Leishmaniasis on the Isthmus of Panama, Arch. 
Dermat. & Syph. 50:237-238 (Oct.) 1944. 
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briefly summarized these cases up to July 1944. Leishmaniasis is also 
uncommon in the Republic of Panama, as only a few patients have been 
treated at the Hospital de Panama or at the Santo Tomas Hospital. 
Brosius ** described 2 cases from the western part of Panama near 
Costa Rica. Recently Johnson ** reported a group of 6 proved cases 
from Arraijan, Republic of Panama, which is near the Pacific side of 
the Canal Zone. No autochthonous cases of visceral leishmaniasis (kala- 
azar) have been observed in the Canal Zone or in the Republic of 
Panama. 


In the present report we present the 12 cases of cutaneous leish- 
maniasis observed since 1937. Four of the patients were treated at 
other hospitals in the Canal Zone, but all of the microscopic examina- 
tions were made at Gorgas Hospital. 


CLINICAL FEATURES 


The increasing number of cases observed in recent years has doubt- 
less been due to the greater number of troops in this area and especially 
to the increased amount of jungle maneuvers carried out. As far as 
could be determined by careful questioning, all patients apparently had 
been infected outside the sanitated areas of the Canal Zone, and the 
majority were on jungle maneuvers or stationed at outpost positions 
when the lesions were acquired. 


All 12 patients were male—9 were soldiers, and 3 were laborers. 
Six of the soldiers were from continental United States; 3 were from 
Puerto Rico; 2 of the laborers were Panamanians, and 1 was a 
Colombian. All patients had been on the Isthmus of Panama for 
several months before the appearance of lesions, so that there is little 
doubt that all cases were autochthonous. 


The seasonal incidence'is of special interest. The month in which 
each patient first noticed the lesion is indicated in the table. In 9 of 
the 12 cases the first lesion appeared during the months of January, 
February and March. These three months constitute the dry season, 
and it was during this period that most of the military maneuvers were 
conducted. The sandfly (Phlebotomus) is somewhat more prevalent 
and troublesome in the wet season, but it has not been established 


11. Brosius, O. T.: Dermal Leishmaniasis: Case Report, in Sixteenth Annual 
Report of the United Fruit Company, Medical Department, New York, 1927, 
pp. 162-163; Nineteenth Annual Report, ibid., 1930, pp. 107-108. 

12. Johnson, C. M.: (a) Seventeenth Annual Report of the Gorgas Memorial 
Laboratory for 1944, House Document 15, Seventy-Ninth Congress, First Session, 
Washington, D. C., Government Printing Office, 1944, pp. 11-12. (b) Twelfth 
Annual Report of the Gorgas Memorial Laboratory for 1939, House Document 543, 
Seventy-Sixth Congress, Third Session, Washington, D. C., Government Printing 
Office, 1940, p. 11. 
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which species are more abundant in the dry and which in the wet 
season. ' 

The incubation period was difficult to determine. However, 4 
patients (cases 1, 3, 4 and 5) gave a history which suggested that 
the incubation period had been less than two weeks. Each of these 
4 soldiers had been on short jungle maneuvers of ten days’ duration, 
during which time they had received many insect bites. While still 
on maneuvers or within a few days after returning to the sanitated 
part of the Canal Zone, each noticed the lesion which slowly and pro- 
gressively became the ulcer of leishmaniasis. In 2’other patients (cases 
2 and 6) the incubation period appeared to be less than one month. 
The duration of the lesion before diagnosis was made varied from 
two weeks to four months. In 5 cases the duration was one month or 
less, in 2 cases two months, in 4 cases three months and in 1 case four 
months. 








Fig. 1—Cutaneous leishmaniasis. A, case 4, ulcers of two months’ duration. 
B, case 6, ulcers of the forearm, of one month’s duration. C, case 10, an ulcer of 
the forearm, of three months’ duration. 


Nine patients had solitary ulcers, and 3 had multiple lesions. All 
lesions were located on exposed parts of the body. The hand and 
wrist were involved in 4 cases, the forearm in 4 cases, the face in 3 and 
the leg in 3. 

All the patients stated that the first lesion had appeared as an 
“insect bite.” Several had noted the first sign to be a small “blister.” 
Most of them stated that the original lesion had itched and that they 
remembered scratching it. Instead of healing, the lesion had persisted, 
and after a few weeks a small ulcer developed. All patients had been 
treated at dispensaries with various antiseptic medicaments before being 
referred to the hospital. At the time the diagnosis of leishmaniasis was 
made, all the patients presented open ulcers. This early ulceration was 
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a constant feature of this disease as observed in Panama. The size 
of the ulcer varied from 0.5 to 9.0 cm. in diameter. The border was 
raised, and there was usually a surrounding inflammatory reaction. 
Some had definite local cellulitis, but this responded promptly to treat- 
ment for secondary pyogenic infection. The ulcers were indolent in 
character, with raised and sometimes undermined borders. Exposed 
granulation tissue formed the base. In most instances there was a 
copious thick serous discharge, which would run down the arm or leg 
and attract flies and other insects unless a dressing was applied. The 
other patients presented a purulent discharge. 

A striking clinical feature was the occurrence of multiple small sub- 
cutaneous nodules along the regional lymphatics. Five of the 8 patients 
having lesions of the hand or forearm were observed to have these 
small firm nodules along the lymph channels. A few were erythematous, 
but most of them showed no inflammatory reaction. They were some- 











Fig. 2—Cutaneous leishmaniasis: A, case 8, an ulcer of the leg, of one month’s 
duration. B, case 9, extensive ulceration of the skin of the nose and cheeks, of six 
weeks’ duration. 


what tender, and the patient would point them out to the examiner. 
When palpated they felt like widely spaced “beads on a string.” Most 
of them were 0.5 to 1.0 cm. in diameter ; one larger one was erythematous 
and fluctuant in the center, as though it were about to ulcerate. This 
tendency of American leishmaniasis to spread presumably along the 
lymphatic vessels led us to feel that this disease should not be regarded 
merely as a localized infection at the site of the cutaneous ulcer, a point 
which is of importance in deciding the therapeutic regimen. 
Lymphangitis and regional adenitis were also prominent clinical 
observations. Much of this was due probably to secondary infection, 
because the acute inflammatory reaction was observed to subside with 
a program of rest and the application of local wet dressings before 
specific treatment was started. Those patients with involvement of 
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the nose, eyelid or ear had decided regional adenitis. In fact, in the 
2 latter cases the regional adenitis was the patient’s chief complaint 
and overshadowed the small primary ulcers. \e 

No constitutional symptoms were noted; the liver and the spleen 
were not palpable. Laboratory studies included a urinalysis, a com- 
plete blood cell count and a blood Kahn test for each patient. Reactions 
to the Kahn tests were negative in all cases except 1 in which it was 
“doubtful,” and in this case it became negative following treatment 
with antimony potassium tartrate. The white blood cell count varied 
from 4,800 to 12,000 per cubic millimeter and could be correlated roughly 
with the degree of secondary infection present. Eosinophils were present 
in all cases and varied from 2 to 8 per cent. Several patients had 
roentgenologic examinations of the chest and determinations of blood 
sedimentation and serum protein; no abnormalities were noted. 

The differential diagnosis of ulcerative cutaneous lesions in the 
tropics should include a consideration of syphilis, yaws, blastomycosis, 
sporotrichosis, leprosy, tuberculosis, phagedenic ulcers (tropical ulcer), 
diphtheritic ulcers and ordinary pyogenic ulcers (ecthyma). Our 
routine was to hospitalize the patient with this type of lesion. A Kahn 
test of the blood and a bacterial smear and culture were made on admis- 
sion, and local treatment, usually consisting of continuous boric solution 
wet dressings, was started. After a few days, when the accompanying 
cellulitis and lymphangitis had subsided and if the diagnosis was still 
uncertain, a small “punch” biopsy specimen was taken from the border 
of the ulcer. This tissue was examined carefully for leishmanias, blasto- 
mycetes and acid-fast bacilli. Advanced nasopharyngeal lesions, in 
addition to the aforementioned diseases, may simulate glanders, rhino- 
scleroma, gangosa and granuloma inguinale. 


PATHOLOGY 


The histologic response to the parasites is sufficiently characteristic 
to suggest the diagnosis and thus initiate a search for the parasites. 

The initial lesion is an inflammatory reaction localized within the 
corium, the cellular infiltrate consisting of lymphocytes and macrophages 
containing parasites. As the area of involvement becomes enlarged 
the cellular elements become more diverse. Plasma cells, sometimes in 
large numbers, a few eosinophilic leukocytes, epithelioid cells and some 
giant cells appear. Occasionally the epithelioid response is intense. 
Small foci of eosinophilic necrosis may develop, which eventually slough. 
No tubercles are seen. In the deeper layers of the corium foci of 
lymphocytes and plasma cells, often perivascular, may be seen. ‘The 
subcutaneous tissue is usually not involved. 

The overlying eipthelium first shows parakeratosis and some atrophy 
of the rete pegs. Spongiosis, intraepithelial vesicular formation, necrosis 
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and ulceration ensue. Secondary infection may modify the histologic 
pattern to a considerable degree. The ulcer is filled with purulent 
exudate in contact with incompetent granulation tissue. At the edge 
of the ulcer regenerative efforts on the part of parakeratotic and 
acanthotic epithelium are responsible for the presence of a small over- 
hanging edge and for the “punched-out” appearance of the ulcer. 

Diagnosis can be made only by identifying the parasites, which in 
our cases were often few in number and difficult to find. Character- 
istically they are located within macrophages, although they may be 
seen apparently free in the interstitial tissue or, on rare occasions, 
within epithelial cells. Although the parasites can be seen under the 
“high dry” objective, they can be identified only under the oil immer- 
sion objective. In sections the parasites average 3.0 to 5.0 mm. in diam- 
eter. They are oval, with a well defined cell wall, clear cytoplasm, dense 
nucleus and a short rod, the blepharoplast or parabasal body. The 
parabasal body cannot be seen in all the parasites, but unless it is recog- 
nized in some, definite diagnosis is not warranted. Parasites are not 
observed in the purulent material which fills the ulcer or in tissues 
exposed to the air. They are located in the better preserved tissue 
adjacent to the ulcer. 

The parasites ordinarily cannot be demonstrated in smears of the 
exudate from an open ulcer or by half-hearted scraping of the base or 
sides of the ulcer. In our experience, the edge of the ulcer provided 
the best material for examination. The tissue was hemisected; half 
was then used for making “crush smears” of the tissue, and the other 
half was fixed, sectioned and stained by routine methods. 

The “crush smears” were stained by Wright’s or Giemsa’s methods. 
The parasites in these preparations are generally extracellular and appear 
considerably larger, 4.0 to 6.0 mm., than in tissue sections. 

Healing is slow. The parasites diminish in number; granulation 
tissue fills the ulcer and epithelization occurs. The granulation tissue 
is replaced by dense scar tissue, which may produce deformities. 

In 1 case, in which there were prominent nodules along the course 
of the lymphatics draining the ulcer, a biopsy of a nodule was made. 
It consisted of a granuloma heavily infiltrated with lymphocytes, plasma 
cells, macrophages and a few neutrophils. The cellular reaction in the 
nodule resembled closely that seen in a biopsy of the ulcer. Unfor- 
tunately, treatment with stibophen had been started three days pre- 
viously, and no parasites were observed. Johnson,’ however, in another 
case from Panama demonstrated parasites in a similar satellite nodule. 


TREATMENT 
Systemic treatment seemed indicated because of the lymphatic involve- 


ment, so that all patients were treated parenterally with antimony 
compounds. Antimony potassium tartrate, stibophen (“fuadin”) and stib- 
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amine glucoside (“neostam’’) were used, and the schedule of treatment 
was three injections a week. Antimony potassium tartrate in 1 per 
cent solution was given intravenously. The initial dose was 4 cc., and 
this was increased by 1 cc. on each subsequent injection up to a maximum 
dose of 10 cc. However, a dose of 10 cc. three times a week usually 
was not tolerated for long, so that the schedule in most cases was modi- 
fied to 6 to 9 cc. three times a week or 10 cc. given twice a week. With 
stibophen the initial dose was 2 cc. given intramuscularly, and each 
subsequent dose was increased by 1 cc. up to 5 cc. Stibamine glucoside 
was given intravenously, starting with 0.1 Gm. for two or three doses 
and then increasing to 0.2 Gm. at each treatment. 

The reactions observed were of the same type with the three drugs, 
although somewhat less severe with stibophen and stibamine glucoside 
than with antimony potassium tartrate. Immediate reactions consisted 
of occasional attacks of coughing, vomiting or chill. These could be 
avoided for the most part by giving the solution slowly and by having 
the patient omit his breakfast. Care must be taken not to inject any of 
the drug outside the vein, because antimony compounds, like those of 
arsenic, will produce a severe local reaction. The delayed reactions 
were more of a problem. These would start a few hours after the 
treatment and last for six to forty-eight hours. They consisted chiefly 
of pains in the joints, which were often severe and involved multiple 
joints. The patient would often remark that he felt as though “all 
his bones were broken.” Moderate swelling and redness of the joints 
were frequently noted. A slight elevation of temperature usually accom- 
panied the symptoms of thé joints. Pain in the chest was an occasional 
complaint, as were also weakness and dyspnea on exertion. Electro- 
cardiograms were made before and during treatment in 4 patients. All 
4 had normal tracings before treatment was started. During the course 
of treatment a “borderline gram” developed in 1 patient, showing a 
low T wave in lead 2 and an inverted T wave in lead 3. In another 
patient an “abnormal gram” developed, with low T waves in leads 
1, 2 and 3, which cleared up on discontinuance of treatment with the 
drug. 

Penicillin therapy was tried unsuccessfully in case 9. While it 
produced clinical improvement in the secondary infection, well formed 
parasites were still observed in the tissue eight days after the treatment 
was completed.’® 

RESULTS 

Clinical improvement of the lesions was apparent within a week 
after antimony therapy was started. Within two weeks the ulcers 
became shallower and epithelization was observed. Healing continued 


13. Snow, J. S.: Unsuccessful Treatment of American Leishmaniasis with 
Penicillin. Arch. Dermat. & Syph. 50:324-325 (Nov.) 1944. 
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steadily, and all patients were completely cured when they were dis- 
charged from the hospital. The average healing time was five and 
seven-tenths weeks. Eight patients were treated with antimony potas- 
sium tartrate, with a healing time of six and six-tenths weeks. Three 
patients were treated with stibophen, with a healing time of four and 
six-tenths weeks, and the 1 patient treated with stibamine glucoside 
was cured in three and a half weeks. The series is too small for these 
results to be of comparative significance. It was not intentional, but 
it will be noted in the table that in the cases of severer disease treat- 
ment was with antimony potassium tartrate. The ulcerations present 
in this group averaged 3.1 cm. in diameter, as compared with an 
average of 1.6 cm. in the group in which treatment was with’ stibophen 
and a 1.5 cm. ulcer in the case in which treatment was with stibamine 
glucoside. The resulting scars were for the most part soft, pliable and 
pigmented, resembling those seen in syphilis and ecthyma. A few showed 
moderate firm fibrous bands or elevations. 

As far as we have been able to determine all the patients have 
remained well. Most of them were seen at two week intervals for 
several months in the outpatient clinic, and several answered follow-up 
letters sent a year or two years after treatment. 


COMMENT 


There is still controversy as to whether American leishmaniasis is 
a distinct entity. Leishmania tropica is the causative agent for the 
oriental form and leishmania brasiliensis has been described as the 
causative organism for the American type. However, some investi- 
gators have expressed the opinion that the organisms are identical or 
are so closely related that they should be considered only different varie- 
ties or strains rather than distinct species, i. e., Leishmania tropica var. 
americana. The clinical features might be due to other factors, such 
as differences in climate, racial immunity or hygienic conditions. 

The development of nasopharyngeal lesions in the American form 
has been one of the principal points in favor of a distinct entity. Fox? 
emphasized this feature and gave the incidence of nasopharyngeal involve- 
ment as high as 10 to 20 per cent. That the personnel in which our 
cases developed was under careful medical supervision and that the 
diagnosis was made and treatment started relatively early may well 
account for the absence of nasopharyngeal lesions in our series. The 
patient reported by Bates in 1912 did present nasal lesions.® This 
patient was a native Panamanian and presented extensive involvement 
of the face, which was of three years’ duration. On the other hand, 
nasopharyngeal lesions have been observed in areas in which the oriental 
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form is endemic,** and regional subcutaneous lesions along the lymphatics 
are seen sometimes in oriental sore.* Therefore, it would appear that 
neither of these clinical features is adequate ground for considering 
the two forms to be separate entites. 

Several’ investigators, including Weiss,’* have pointed out that in 
Peru two types of cutaneous leishmaniasis are seen: (a) that found in 
the high arid valleys of the Andes, called “uta,” which resembles 
oriental sore, and (b) that found in the low malarial wooded regions, 
called “espundia,” which often involves the mucosa of the respiratory 
tract. Da Cunha?’ recently observed that nasopharyngeal lesions 
could be produced experimentally in rhesus monkeys by L. brasiliensis, 
a fact not’yet observed experimentally with L. tropica, so that this inter- 
esting question is apparently not yet settled and will require further 
study. 

Ball and Ryan ** recently reported a series of 499 cases of cutaneous 
leishmaniasis observed in the Middle East in American soldiers. For 
the most part their cases resembled ours observed in Central America. 
Their patients averaged four and three-tenths lesions each and required 
an average time of fourteen and a half weeks for cure with ambulatory 
treatment. An outstanding difference was that only 0.7 per cent of 
their patients required hospitalization for cellulitis or lymphangitis, 
whereas all of our patients were hospitalized primarily for that reason. 
It seems possible that this lack of secondary infection in the oriental 
form may explain why it tends to remain localized; whereas in the 
American form the reason that the parasites are able to spread more 
easily along the regional lymphatic vessels may be that these channels are 
inflamed by secondary pyogenic organisms. 


SUMMARY 


Twelve cases of cutaneous*leishmaniasis acquired in the Canal Zone 
area since 1937 are presented. All the patients were men and appar- 
ently had become infected in the jungle or “bush.” Nine of these cases 


14. Kirk, R.: Studies in Leishmaniasis in the Anglo-Egyptian Sudan: V. 
Cutaneous and Mucocutaneous Leishmaniasis, Tr. Roy. Soc. Trop. Med. & Hyg. 
35:257-270 (March) 1942. 

15. Manson-Bahr, P. H.: Manson’s Tropical Disease: A Manual of the 
Diseases of Warm Climates, ed. 11, Baltimore, William Wood & Company, 1940, 
p. 203. 

16. Weiss, P.: Epidemiology and Clinical Aspects of Cutaneous Leishmaniasis 
in Peru, abstracted, Sulzberger, M. B.: The 1944 Yearbook of Dermatology and 
Syphilology, Chicago, The Year Book Publishers, Inc., 1945, pp. 305-309. 

17. Penicillin in the Treatment of Frambesia, Foreign Letters, J.A.M.A. 128: 
1120 (Aug. 11) 1945. 

18. Ball, D., and Ryan, R. C.: Cutaneous Leishmaniasis, Bull. U. S. Army M. 
Dept. 79:65-73 (Aug.) 1944. 
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appeared during the dry season months of January, February and 
March. The incubation period appeared to be less than one month in 
the 6 cases in which it could be estimated. Nine patients had solitary 
ulcers, and 3 had multiple ulcers. All lesions were on the exposed parts 
of the body. The occurrence of multiple small subcutaneous nodules 
along the lymph channels was a striking feature. Local cellulitis, 
lymphangitis and adenitis were also prominent clinical features. 

The Leishmania parasites were scarce and were frequently difficult 
to demonstrate. The histologic changes are discussed. 

Systemic treatment with antimony potassium tartrate, stibophen 
(“fuadin”) or stibamine glucoside (“‘neostam’”’) was effective, resulting 
in healing of the lesions in an average time of five and seven-tenths 
weeks. No recurrences were observed. 


1318 Comer Building (Dr. Snow). 
737 North Broad Street (Dr. Satulsky). 
203 East Seventy-Sixth Street (Dr. Kean). 





SEBACEOUS ADENOMA 


Review of the Literature and Report of a Case 


WALTER F. LEVER, M.D. 
BOSTON 


moe or not true adenoma of sebaceous glands exists is 
still an unsettled question. Because a tumor which was recently 
studied at the Massachusetts General Hospital is believed to provide 
evidence in favor of the existence of sebaceous adenoma, it is believed 
appropriate to report the histologic appearance of this tumor together 
with a review of the pertinent literature. 


REVIEW OF LITERATURE 


An adenoma may be defined as an organoid tumor consisting of 
circumscribed proliferations of incompletely differentiated glandular 
structures. Lesions in which the glandular structures are mature or 
nearly mature are, therefore, not adenomas. On this basis adenoma 
sebaceum (Pringle) and senile sebaceous adenoma are generally no 


longer considered adenomas. 
Authors of recent articles are almost unanimously in agreement 
that adenoma sebaceum (Pringle) represents an organic nevus. Only 


From the Departments of Dermatology and Pathology, Massachusetts Gen- 
eral Hospital. 

1. (a) Carol, W. L. L.: Beitrag zur Kenntnis des Adenoma sebaceum 
(Pringle) und sein Verhaltnis zur Krankheit von Bourneville und von Reckling- 
hausen, Acta dermat.-venereol. 2:186, 1921. (b) Gans, O.: Histologie der Haut- 
krankheiten, Berlin, Julius Springer, 1928, vol. 2, p. 261. (c) Way, S. C.: The 
Sebaceous Glands: Their Histopathology and Role in Diseases of the Skin, Arch. 
Dermat. & Syph. 24:353 (Sept.) 1931. (d) Lang, M.: Morbus Pringle (Adenoma 
sebaceum Pringle), in Jadassohn, J.: Handbuch der Haut- und Geschlechtskrank- 
heiten, Berlin, Julius Springer, 1933, vol. 12, pt. 3, p. 478. (e) Arzt, L., and Fuhs, 
H.: Naevus multiplex Pringle, in Arzt, L., and Zieler, K.: Die Haut- und Gesch- 
lechtskrankheiten, Berlin, Urban & Schwarzenberg, 1935, vol. 2, p. 1095. (f) Eller, 
J. J.: Tumors of the Skin, Philadelphia, Lea & Febiger, 1939, p. 159. (g) Butter- 
worth, T., and Wilson, M., Jr.: Dermatologic Aspects of Tuberous Sclerosis, 
Arch. Dermat. & Syph. 43:1 (Jan.) 1941 (h) Woolhandler, H. W., and Becker, 
W. S.: Adenoma of Sebaceous Glands (Adenoma Sebaceum), with Considerations 
of Keratotic Adenoma Sebaceum and True Adenoma of Sebaceous Glands, ibid. 
45:734 (April) 1942. 
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Gilman? classifies it as adenoma, because of the development of the 
lesions later in life and the disorderly “adenomatous” arrangement of 
the sebaceous lobules. 

Senile sebaceous adenoma is regarded in the majority of recent 
writings as hyperplasia of sebaceous glands* and, therefore, is now 
frequently called senile sebaceous hyperplasia. Some‘ consider the 
possibility that it may represent a delayed senile nevus. Nomland°® 
is the only author who recently expressed the opinion that this lesion 
was an adenoma, because it represented a true new growth. 

If the two aforenamed dermatoses are excluded from consideration 
as sebaceous adenomas, there still remains a small group of tumors 
described in the literature as sebaceous adenomas. Several reviewers 
have recently questioned or even denied the existence of true sebaceous 
adenoma. Carol,® reviewing the literature in 1924, stated that although 
it might be theoretically true that sebaceous adenoma exists none 
of the cases reported could be regarded as such—they belonged either 
to epithelioma adenoides cysticum, to the group of hyperplasias or to 
the group of congenital tumors (nevi). Gans‘ shared this view, stating 
that it seemed best to refrain from establishing the classification sebaceous 
adenoma, since the formations thus described could be classified either 
under simple hyperplasia (nevus organomatosus), epithelioma or epi- 
thelioma adenoides cysticum. Lang* regarded the argument as not 
yet settled, but was not willing to regard any of the reported cases as 
sebaceous adenoma. Arzt and Fuhs® arrived at the same conclusion. 

On the other hand, several authors have, on the basis of cases which 
they themselves observed, insisted that true sebaceous adenoma exists. 
In the following review most tumors described in the nineteenth cen- 
tury will not be discussed, because inadequate descriptions and draw- 


2. Gilman, R. L.: Adenomatoid Sebaceous Tumors with Particular Reference 
to Adenomatoid Hyperplasia, Arch. Dermat. & Syph. 35:633 (April) 1937 

3. Way.1¢ Woolhandler and Becker.1® Gilman.2 Ormsby, O. S.: Diseases of 
the Skin, ed. 5, Philadelphia, Lea & Febiger, 1937, p. 700. Weidman, F. D., in 
discussion on Gilman.? 

4. Gans,» p, 255. McCarthy, L.: Histopathology of Skin Diseases, St. Louis, 
C. V. Mosby Company, 1931. Eller,1 p. 126. 

5. Nomland, R.: Senile Sebaceous Adenoma, Arch. Dermat. & Syph. 22: 
1004 (Dec.) 1930. 

6. Carol, W. L. L.: Ueber das Adenom der Talgdriisen und das Talgdriisen- 
zellenadenom, Zentralbl. f. Haut- u. Geschlechtskr. 10:52, 1924. 

7. Gans,1> p, 275, 

8. Lang, M.: Adenoma sebaceum, in Jadassohn, J.: Handbuch der Haut- 
und Geschlechtskrankheiten, Berlin, Julius Springer, 1933, vol. 12, pt. 3, p. 473. 

9. Arzt, L., and Fuhs, H.: Talgdriisenadenome, in Arzt, L., and Zieler, K.: 
Die Haut- und Geschlechtskrankheiten, Berlin, Urban & Schwarzenberg, 1935, 
vol. 2, p. 1105. 
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ings make an evaluation impossible. It is believed that the diagnosis 
of sebaceous adenoma deserves consideration in 8 reported cases. 

Bock *° observed a slightly pedunculated tumor, measuring 8 by 6 
by 3.5 cm., on the scalp of a woman aged 70. The lesion had been 
present since early youth as a small tumor, the size of a pea. When 
she was 67, the tumor began to grow. Histologic examination revealed 
the tumor to consist of numerous sharply demarcated lobules separated 
by strands of connective tissue. Many lobules showed secondary lobula- 
tion. The cells of the lobules showed increasing fatty degeneration 
toward the center. In most lobules the center contained either fatty 
detritus or an excretory duct. The author concluded that the lobules 
represented sebaceous glands either in a state of growth or in a state 
of involution with fatty degeneration. 

Reitmann “ described a tumor, measuring 0.5 by 0.3 cm., located 
on the cheek of a woman aged 47. The lesion had first been noted 
by the patient two years previously. Histologically the lesion was a 
sharply demarcated raised tumor composed of numerous alveolar forma- 
tions, most of which showed connections with each other. The author 
stated that the architecture of the alveolar formations was similar to 
that of sebaceous glands, but was much less regular and more com- 
plicated, resulting in a more polymorphous picture. The outer cell 
layers of the alveolar formations resembled basal cells and the cells 
in the interior sebaceous cells. The larger cell masses contained in 
their centers amorphous material which, on staining with osmium, 
proved to be fat. 

Van der Valk ** described a tumor which had developed within a 
few months on the cheek of a man aged 66. The tumor, as large as 
a hazelnut, had a verrucous surface. Histologic examination showed 
a sharply demarcated tumor composed of numerous irregularly shaped 
lobules in which many cells had undergone sebaceous evolution. A 
sudan stain proved the presence of fat in most cells. While some 
showed only small fat granules, others were completely filled with fat. 

Mallory '* described a tumor, larger than a fist, which had been 
removed from a man’s neck. He regarded it as an adenocystoma of 
sebaceous glands. The tumor was encapsulated. It was composed of 
numerous small round lobules and of cysts of various sizes. The cells 
of the lobules were of the same type as in sebaceous glands. The cysts 


10. Bock, E.: Ueber ein Adenom der Talgdriisen, Virchows Arch. f. path. 
Anat. 81:503, 1880. 

11. Reitmann, K.: Zur Kenntnis der Talgdriisen und der von ihnen ausgehenden 
Wucherungs- und Neubildungsprozesse, Arch. f, Dermat. u. Syph. 99:125, 1909. 

12. van der Valk, J. W.: Adénome sébacé ou épithéliome sébacé primaire, Bull. 
Assoc. franc. p. l’étude du cancer 13:465, 1924. 

13. Mallory, F. B.: The Principles of Pathologic Histology, Philadelphia, 
W. B. Saunders Company, 1925, p. 374. 
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were filled with a clear oil, which on cooling and solidifying was of 
the color and consistency of fat. 

Pautrier ** observed a woman, aged 43, who had had since birth 
a large nevus sebaceus in the parietal region on the right side. At the 
age of 42, following an injury to the lesion, two areas within the lesion 
began to proliferate. The nevus sebaceus measured 3.5 by 5 cm. 
Within the lesion there were two raised nodes, each as large as a pea 
and ulcerated in the center. Both nodes were excised. One proved 
to be a cystic basal cell epithelioma; the other lesion consisted of one 
large lobe and two smaller accessory lobes, each surrounded by a 
connective tissue capsule. The three lobes were composed of innumer- 
able closely spaced lobules, which were round or elongated in shape 
and showed numerous connections with each other. The lobules con- 
tained the same three types of cells as sebaceous glands, namely, gen- 
erative, transitional and sebaceous cells. In most lobules the majority 
of cells were sebaceous cells. In others, sebaceous cells were almost 
absent and the lobules were composed mainly of generative and transi- 
tional cells. ‘The tumor contained, in addition, cysts of various sizes 
and large excretory ducts. The transitional cells, sebaceous cells and 
the cysts, on staining with scarlet red, proved to contain fat. 

Woolhandler and Becker included in their paper on sebaceous 
tumors 2 cases which may be regarded as instances of sebaceous adenoma. 
The first tumor (case 1) had been excised from the tip of the nose 
of a woman aged 50, who stated that the lesion had been present ever 
since she could remember. The tumor measured 0.3 by 0.5 cm. It 
was composed of large and small islands of cells. Cysts varying con- 
siderably in size were seen throughout the section. The cells con- 
stituting the islands were for the most part small and hyperchromatic, 
with relatively large oval or round nuclei and very little cytoplasm 
(“generative cells”). Scattered throughout these islands were large 
and small collections of sebaceous cells. The other tumor (case 5) 
was located on the thigh of a man aged 56, who had first noticed it 
three months prior to his examination. It measured 0.5 cm. in diam- 
eter. Histologic examination revealed the tumor to be well encapsulated. 
It was composed of groups of hyperchromatic cells with large vesicular 
nuclei and little cytoplasm intermixed with sebaceous cells. The latter 
type of cell predominated. Many small cystlike spaces were scattered 
throughout the lesion, and there were small areas of necrosis. 

Warren and Warvi '* reported 5 cases of sebaceous adenoma. How- 
ever, the tumors in cases 1 to 4 showed merely enlarged sebaceous 


14. Pautrier, L. M.: Le naevus sébacé de la face et du cuir chevelu: L’épithé- 
lioma sébacé, Ann. de dermat. et syph. 7:897, 1936. 

15. Warren, S., and Warvi, W. N.: Tumors of Sebaceous Glands, Am. J. 
Path. 19:441, 1943. 
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glands. The first, second and fourth cases apparently were instances 
of senile sebaceous hyperplasia, and the third case was one of nevus 
sebaceus. Case 5 concerned a man, 61 years of age. The tumor was 
encapsulated and measured 0.8 cm. in diameter. It was composed of 
“large atypical sebaceous gland lobules.” In the center there were 
large irregular ductlike structures. 


REPORT OF A CASE 


A man, aged 38, had noticed for.a period of eight years a slowly growing 
tumor in his right eyebrow. Examination revealed a round raised slightly pedun- 
culated tumor, measuring 0.8 cm. in diameter. The overlying skin was smooth, 
of normal color and devoid of hair. The tumor was excised. 








Fig. 1—Total view of the tumor. The tumor is sharply demarcated. The 
center shows the typical structure of sebaceous adenoma. On the right side the 
differentiation is lower and on the left side it is higher than in the center (x 20). 


On histologic examination the tumor appeared well demarcated from the sur- 
rounding tissue by a connective tissue capsule (fig. 1). The overlying epidermis 
showed hyperkeratosis in some areas; in others, because of pressure of the tumor 
masses, it was atrophic. At several points, the epidermis showed proliferation into 
the corium after the fashion of a basal cell epithelioma. These areas of proliferation 
merged with the tumor. 

The tumor was composed of numerous lobules. Most of them were com- 
pletely surrounded by dense connective tissue; others showed connections 
with neighboring lobules. The lobules were composed of three types of cells. 
The cells of the first type presented large, oval or elongated, deeply staining nuclei 
with a distinct chromatin structure. These cells showed no sharp border and con- 
tained little cytoplasm, so that the nticlei were closely spaced. These cells 
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resembled those seen in basal cell epithelioma and were regarded as generative 
cells, which is the type of cell from which sebaceous cells develop. The cells of the 
second type were larger and round and presented a distinct cellular border. They 
had a reticulated cytoplasm, caused by the presence of fat droplets. Many of these 
cells possessed no nuclei. The nuclei, when present, were round or, occasionally, 
star shaped and stained only slightly basophilic. These cells were regarded as 
sebaceous cells. In addition, there were cells in a transitional stage of differentia- 
tion between the generative and sebaceous cells, showing partial fatty trans- | 
formation of their cytoplasm. 








_ Fig. 2—High magnification of an area located in the center of the tumor, show- 
ing the typical structure of sebaceous adenoma. The lobules are sharply demar- 
cated and contain an approximately equal number of generative and sebaceous cells 
(x 200). 


The distribution of the generative and sebaceous cells differed in various 
lobules. The lobules located in the center of the tumor (fig. 2) showed generative 
and sebaceous cells in about equal number. The lobules on the right side of the 
tumor (fig. 3) showed preponderately generative and transitional cells, so that this 
part of the tumor (fig. 4) contained more sebaceous than generative cells, causing a 
resemblance of this part of the tumor to nevus sebaceus. The larger lobules in this 
area contained cystic spaces, which seemed to have formed by the disintegration of 
sebaceous cells. 
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RELATION OF SEBACEOUS ADENOMA TO OTHER 
SEBACEOUS TUMORS 


In a separate communication,’ in which the tumors originating from 
the primary epithelial germ were discussed, I presented a classification 
of sebaceous tumors. It was stated that malignant tumors (sebaceous 
carcinomas) and benign tumors (sebaceous hamartomas) occur. The 
opinion was expressed’ that, while sebaceous carcinomas originate from 
mature sebaceous gland cells, the sebaceous hamartomas arise from 











Fig. 3.—High magnification of an area located on the right side of the tumor, 
showing a lobule in which the number of sebaceous cells is small and generative 
cells predominate. The appearance of this part of the tumor approaches that of 


sebaceous epithelioma. 


primary epithelial germ cells, which, prior to the onset of neoplasia, 
have attained a certain degree of differentiation toward sebaceous gland 
cells. The sebaceous hamartomas were divided, according to the degree 
of differentiation, into organic tumors (sebaceous nevi), organoid 
tumors (sebaceous adenomas), suborganoid tumors (sebaceous epithelio- 


16. Lever, W. F.: Pathogenesis of the Benign Tumors of the Cutaneous 
Appendages and of Baszl Cell Epithelioma, Arch. Dermat. & Syph., to be published. 
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mas) and nonorganic tumors (cystic basal cell epitheliomas). Which- 
ever tumor develops depends on the degree of differentiation in the 
primary epithelial germ cells prior to the onset of neoplasia. 

Differentiation in sebaceous hamartomas expresses itself in three 
ways, namely, in structural differentiation, in cellular differentiation and 
in relation to the surrounding tissue. 

Structural differentiation in sebaceous hamartomas is directed toward 
the formation of sebaceous lobules. The more highly differentiated a 
sebaceous tumor is, the more pronounced is the arrangement of its cells 
in sharply demarcated lobules. 





. 
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Fig. 4.—High magnification of an area located on the left side of the tumor, 
showing numerous small lobules in which sebaceous cells outnumber the generative 
cells. The appearance of this part of the tumor approaches that of sebaceous nevus 


(x 100 


Cellular differentiation in sebaceous hamartomas proceeds from 
generative toward sebaceous cells, which are the two types of cells 
composing sebaceous glands. Grynfelt ‘7 and Pautrier ** have recognized 
still a third type of cell, a transitional cell, which is in a transitional 
stage of differentiation between the generative and the sebaceous cell. 


17. Grynfeltt, E.: Un cas d’épithelioma baso-sébacé: Etude des cellules 
génératrices des glandes sébacés ; leur importance dans la détermination des tumeurs 
de ces glandes, Bull. Assoc. franc. p. l’étude du cancer 13:474, 1924, 
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The generative cells possess large oval deeply basophilic nuclei with 
distinct chromatin structure and only a small amount of cytoplasm. They 
are undifferentiated cells resembling the cells seen in embryonal primary 
epithelial germs and in basal cell epithelioma. The transitional cells 
show beginning fatty transformation. The sebaceous cells are round, 
and their cytoplasm has a reticulated appearance due to the presence 
of numerous fat vacuoles. The more highly differentiated a sebaceous 
tumor is, the larger is the proportion of sebaceous cells. 

The relation to the surrounding tissue is governed by the fact that 
more highly developed cells lose the tendency to multiply and to invade 
the surrounding tissue. Therefore, highly developed sebaceous hamar- 
tomas are sharply demarcated from the surrounding tissue and frequently 
have a connective tissue capsule. 

Sebaceous nevi, to. which nevus sebaceus (Jadassohn) and adenoma 
sebaceum (Pringle) belong, are the most highly developed sebaceous 
hamartomas. They are composed of well defined lobules in which the 
majority of cells are sebaceous cells. The lobules have the appearance 
of mature or nearly mature sebaceous gland lobules. Sebaceous nevi 
show sharp demarcation from the surrounding tissue. 

Sebaceous adenomas are also composed of well defined lobules 
which are, however, more irregular in size and shape than in sebaceous 
nevi. The lobules contain a large percentage of sebaceous cells, but 
variable amounts of generative and transitional cells are also present. 
Sebaceous adenomas are sharply demarcated tumors; occasionally they 
are surrounded by a connective tissue capsule. 

Sebaceous epitheliomas are composed of irregularly shaped cell 
masses in which the majority of cells are generative and transitional 
cells. Small groups of sebaceous cells are interspersed. Sebaceous 
epitheliomas are, as a rule, not sharply demarcated, but tend to infiltrate 
into the corium. 

Cystic basal cell epitheliomas are composed of large cell masses 
which in their center contain cystic spaces. The cells closest to the 
cystic spaces frequently have the appearance of transitional cells. Like 
all basal cell epitheliomas, cystic basal cell epithelioma has a tendency 
to infiltrate into the corium. 

COMMENT 
I concede that the criteria for sebaceous adenoma are established 
in a somewhat arbitrary manner. This is unavoidable, because transi- 
tions from sebaceous nevus to sebaceous adenoma to sebaceous epi- 
thelioma to cystic basal cell epithelioma are fluent. It is particularly 
difficult to allocate individual tumors in the case of sebaceous adenoma, 
more difficult than in the case of adenomas of tubular glands. The reason 
for this is that sebaceous glands are alveolar holocrine glands and as 
such do not possess lumens. Therefore, large lumens, the most distinc- 
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tive characteristic of tubular adenomas, are missing in sebaceous 
adenoma. : 

Most of the cases of sebaceous adenoma discussed in this paper did 
not show a uniform degree of differentiation. For example, the per- 
sonally observed tumor showed, on the left side of the section, almost 
fully developed sebaceous lobules like nevus sebaceus and, on the 
right side, formations of. rather low differentiation resembling sebaceous 
epithelioma, and in Pautrier’s case the tumor was composed of a 
sebaceous nevus, a sebaceous adenoma and a cystic basal cell epithelioma. 
In general, however, the tumors in the 9 cases discussed in this paper were 
too highly differentiated to be regarded as sebaceous epitheliomas and 
not highly enough differentiated for classification as sebaceous nevi. 
Therefore, on the basis of these 9 cases, recognition of sebaceous ade- 
noma as an actually existing type of tumor appears justified. 


SUMMARY AND CONCLUSIONS 


There is no unanimity in the recent literature as to whether or 
not true sebaceous adenoma exists. On the basis of 8 cases described in 
the literature and 1 personally observed case the opinion is expressed 
that sebaceous adenoma exists. 

Sebaceous adenomas show less differentiation than sebaceous nevi 
and higher differentiation than sebaceous epitheliomas. They are sharply 
demarcated tumors and, in most instances, are surrounded by a con- 
nective tissue capsule. They are composed of lobules. Undiffer- 
entiated (generative) and differentiated (sebaceous) cells are present 
in about equal proportion. 





LYMPHOGRANULOMA VENEREUM 


Observations on Three Hundred and Eighty-Eight Patients 
at Bellevue Hospital 
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NEW YORK 
AND 
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HERE were 388 patients admitted to the dermatologic wards of 
Bellevue Hospital for whom a diagnosis of lymphogranuloma 
venereum was made in the ten year period between 1936 and 1945, 
inclusive (fig. 1). 
SEX 
Three hundred and seventeen, or 71.7 per cent of the total number, 
were men, while 71, or 18.3 per cent of the patients, were women. 


Fig. 1—Chart showing the total number of cases in the series studied. 


There was a decided increase (39.8 per cent) in the percentage oi 
female patients and a decided decrease in the number of male patients 
in the last two years. This increase in the number of female patients 
suffering from lymphogranuloma venereum may be due to the fact that 
these cases have accumulated because of the development of rectal 
stricture, since the disease is more chronic and: of longer duration in 
women. The decrease in the number of male patients is undoubtedly 


From the Department of Dermatology and Syphilology, New York University 
College of Medicine, and the Department of Dermatology and Syphilology, Third 
Medical (New York University) Division, Bellevue Hospital, service of Dr 


Frank C. Combes. 
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due to sulfonamide drugs, which are administered to ambulatory patients 
at the referring agencies (fig. 2). 


RACE 


Two hundred and eighty-three, or 73 per cent of the patients, were 
Negroes, while 94, or 24.2 per cent, were of the white race. There 
were 8 Puerto Ricans, 2 Chinamen and 1 Arab. Among the 71 female 
patients in this series, 63, or 88.2 per cent, were Negro, while 8, or 
11.2 per cent, were white. Three of the white men admitted sexual 
relations with Negro women. We believe that this fact might be 
elicited more frequently if this information were definitely sought. It 
is to be noted that there was a definite decrease in the number of white 
persons affected in the past four years. 


AGE 


The ages varied ; the youngest patient was a 10 year old girl, who was 
raped, and the oldest a 62 year old man. The average age of the 
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Fig. 2.—Chart showing the distribution of cases between the sexes. 


patients was 30.4 years, with slight difference in the average age of 
the male and female patients. Excluding the patients suffering rectal 
stricture the average age for the group was 29.4. The average age for 
the patients with rectal stricture was 38.4 years. 


DURATION 


The average duration of the disease in patients with inguinal involve- 
ment of the lymphatic nodes previous to hospitalization was thirty and 
seven-tenths days, while the average duration of the disease in patients 
with rectal changes previous to admission to the hospital was thirty-two 
and two-tenths months. 

REGION INVOLVED 


In 344, or 88.3 per cent of the patients, the genitals and the inguinal 
lymph nodes were primarily involved. In 40, or 10.3 per cent, the 
anorectal region was involved. There were also 2 cases with involve- 
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ment of the perianal region, 1 involving the mandibular region and 1 
involving the scrotal area. Involvement of submaxillary, cervical and 
axillary lymph nodes is rare. Concerning the patients with involve- 
ment of the inguinal nodes, 133, or 39.8 per cent, had bilateral inguinal 
lymphadenopathy or buboes, while in 211 cases, or 61.2 per cent, the 
lymphadenopathy was unilateral. In the patients who had unilateral 
involvement, in 119, or 33 per cent, the right inguinal region was 
involved, while in 92, or 28 per cent, the left inguinal region was involved. 
Three hundred and two, or 87.7 per cent, of the patients with inguinal 
involvement were men, while 42, or 12.3 per cent, were women. Of 
the 40 patients with rectal involvement, 26 were women and 14 were 
men. Two of the male patients admitted having had rectal intercourse. 
There were 31 patients with rectal strictures (7.9 per cent of the total 
number of patients) and 9 patients with proctitis. It is interesting to 
note that 8 of the 31 patients with rectal strictures were male. This 
fact is not realized by the physicians who only occasionally treat a patient 
with lymphogranuloma venereum. Whenever a patient seeks treatment 
for recalcitrant rectal disease, the possibility of lymphogranuloma 
venereum should be kept in mind. 


TEMPERATURE ON ADMISSION 
Excluding the patients with rectal involvement, 68.9 per cent had 


an elevation of temperature on admission to the hospital. The average 
temperature of those patients who had inguinal involvement was 100 F. 
The temperature varied from 97 F. to 104 F. 


PRIMARY LESION 


One hundred and one, or 29.4 per cent, of the patients with genito- 
inguinal involvement had a primary or initial lesion. Hellerstrom and 
Wassen ? recognized 53 primary lesions in 100 cases of the disease, and 
Sezary and Drain * observed 39 initial lesions in 73 cases. The appear- 


1. Buschke, A., and Curth, W.: Ueber die extragenitale Lokolisation des 
Lymphogranuloma inguinale (Nicolas-Favresche Krankheit), Klin. Wchnschr. 10: 
1709-1711 (Sept. 12) 1931. Curth, W.: Extragenital Infection with Virus of 
Lymphogranuloma Inguinale, Arch. Dermat. & Syph. 28:376-380 (Sept.) 1933. 
Bloom, D.: Lymphogranuloma Inguinale of the Tongue and Cervical Lymph 
Glands: Report of a Case, ibid. 28:810-819 (Dec.) 1933. Rost, G.: Arch. f. 
Schiffs- u. Tropen-Hyg. 16:677 (Oct.) 1912. Costello, M. J., and Cohen, J. A.: 
Lymphogranuloma Venereum Affecting Simultaneously Cervical and Inguinal 
Lymphatic Glands, Arch. Dermat. & Syph. 41:557-561 (March) 1940. 

2. Hellerstrom, S., and Wassen, E.: Epidemiology and Etiology of Inguinal 
Lymphogranuloma, Hygeia 95:545-586 (Aug. 15) 1933. 

3. Sezary, A., and Drain, M.: La frequence et les formes cliniques du chancre 
lymphogranulomateux (maladie de Nicolas-Favre), Bull. Soc. frang. de dermat. et 
syph. 42:757-760 (May) 1935. 
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ance of the lesion varied from an insignificant herpetic vesicle to a 
definite indurated ulcer. Many of the primary lesions were transitory 
in character, while others lasted a few weeks. Only those lesions in 
which Treponema pallidum, Hemophilus ducreyi and Donovan bodies 
were not seen in repeated dark field examinations, in which the reaction 
in the autoinoculation test for chancroid was negative and which occurred 
in patients who had lymphogranuloma venereum or in whom it developed 
in a short time were considered as primary lesions of the disease. The 
evidence, of course, is thus presumptive and made by exclusion. 


ASSOCIATED DISEASES 


A diagnosis of syphilis also was made for 99 patients (25.5 per cent) 
of this series. Concerning these 99 patients, 12, or 3 per cent, had 
primary syphilis and 12 had secondary syphilis. There were also 3 
patients for whom the diagnosis of syphilis of the central nervous system 
was made. One patient had congenital syphilis. The remainder, 71, 
had latent or tertiary syphilis. 

Twenty, or 5.2 per cent, of the patients had a coexistent chancroidal 
infection. Twenty-seven, or 6.9 per cent, had concurrent gonorrhea. 
Two patients in this study also had granuloma inguinale, 1 of whom 
also had syphilis. There were 9 cases (2.5 per cent) of coexisting 
lymphogranuloma venereum, syphilis and chancroid. Twelve patients 


(3 per cent) had lymphogranuloma venereum, syphilis and gonorrhea 
simultaneously. Two patients had four venereal diseases concurrently : 
lymphogranuloma venereum, syphilis, chancroid and gonorrhea. 


IMMUNOLOGIC REACTIONS 


An intradermal test with Frei antigen was performed in 380 of the 
388 patients studied. Of these, 365, or 95.5 per cent, showed a posi- 
tive reaction, while in 17, or 4.5 per cent, the reaction was negative. 
There were 15 patients who had inguinal adenopathy for less than one 
week and in whom the reaction in the initial Frei test was negative. 
Reactions in repeated Frei tests at subsequent intervals became posi- 
tive. It is important that the Frei test should be repeated several times 
in suspected cases of inguinal adenopathy if the reaction in the initial 
Frei test is negative. An intravenous test was performed with Frei 
antigen in 86 cases. This involved 0.1 cc. of Frei antigen injected 
intravenously. In cases of lymphogranuloma venereum the reaction is 
considered positive if a rise in temperature to 101, 102 or 103 F. occurs 
(specific febrile reactions). The reaction in the intravenous test was posi- 
tive in 74 cases, or 86 per cent. Five patients who had negative reactions 
in cutaneous tests had positive reactions in intravenous tests. The corre- 
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lation between the reactions in the intravenous Frei test and the routine 
intradermal Frei test was 82.5 per cent. 

Eighty-eight, or 22.6 per cent, of the patients in this series had a 
positive Wassermann reaction of the blood, while 46, or 11.8 per 
cent had a positive reaction in the intradermal test (Dmelcos) with 
Hemophilus ducreyi vaccine. 


COMPLICATIONS AND SEQUELAE 


Of the 254 patients to whom sulfonamide drugs were administered, 
7, or 2.7 per cent, had severe reactions necessitating discontinuance of 
the sulfonamide drugs. Four of these patients had conjunctivitis; 1 had 
dermatitis, and 2 had severe gastrointestinal symptoms. In 2 pregnant 
women with esthiomene of the vulva, a cesarean operation had to be 
performed at term. One patient had perirectal abscess, and 1 woman 
had rectovaginal fistula. There were 3 patients who died (0.8 per 
cent), all of whom had rectal stricture. One woman had a colostomy 
in 1930 and died fifteen years later of intestinal obstruction and peri- 
tonitis. The second death was of a 62 year old woman with a rectal 
stricture and carcinoma of the cervix. The third was of a 22 year old 
Negro who died after a sigmoidectomy for rectal stricture. It is the 
involvement of the rectum with disabling stricture which makes lympho- 
granuloma venereum a serious disease. As urged by one of us (M. J. C.) 
in a previous contribution,‘ all patients with lymphogranuloma venereum 
should have proctoscopic examinations periodically to ascertain the 
existence of proctitis or more serious rectal involvement. 


TREATMENT 


Treatment can be divided into the periods before and after adminis- 
tration of sulfonamide drugs. The treatment varied, depending on the 
stage of the disease, whether there was involvement of the rectum and 
the patient’s tolerance to the sulfonamide drugs. 

Before the use of sulfonamide drugs for lymphogranuloma venereum, 
routine treatment consisted of aspiration of the buboes and the adminis- 
tration of antimony potassium tartrate or stibophen. Incision and drain- 
age was the method of treatment in several cases. It was in these cases, 
in which the normal reactive forces of the patient were interfered with, 
that the hospitalization period was always prolonged. Other modes of 
treatment were with injections of iodoform in oil and with fever. Fever 
was induced by the intravenous injection of Frei antigen,’ intravenous 


4. Costello, M. J., and Cohen, J. A.: Lymphogranuloma Venereum: Observa- 
tions in One Hundred and Eighty-Seven Cases at Bellevue Hospital, Arch. Dermat. 
& Syph. 44:391-397 (Sept.) 1941. 

5. Decker, D. A.; Canizares, O., and Reider, R. F.: Mouse Brain Antigen, 
Arch. Dermat. & Syph. 40:397-401 (Sept.) 1939. 
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injection of bacterial vaccine made from the typhoid bacillus or intra- 
muscular injection of sterile solution of lactalbumin in colloidal form 
(“aolan”). 

The sulfonamide drugs were introduced in April 1938 on the derma- 
tologic wards at Bellevue Hospital for treatment of lymphogranuloma 
venereum. Since that time, their use has become routine for this 
disease. The sulfonamide drugs and bed rest constitute the best treat- 
ment for the cases of acute genitoinguinal lymphogranuloma venereum. 
Sulfadiazine seems to be slightly superior to sulfathiazole in routine 
treatment, or, at least, it is less toxic. In the beginning, Frei antigen 
administered intravenously and the sulfonamide drugs were employed, 
but the former was discarded after it was discovered that the adminis- 
tration of the sulfonamide drugs alone was sufficient for cure. Before 
the introduction of the sulfonamide drugs, the patients with acute inguinal 
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Fig. 3—Chart showing the number of days of hospitalization required before 
and after the institution of treatment with sulfonamide drugs. 


disease were treated on the surgical or the genitourinary service with the 
diagnosis of “inguinal abscess” and incision and drainage were per- 
formed. Later, the reaction in a Frei test would be observed to be 
positive. 


HOSPITALIZATION 


The period of hospitalization for all patients, excluding those with 
rectal involvement, averaged twenty-one and five-tenths days. There 
was a decided drop with the introduction of treatment with sulfonamide 
drugs, and the duration of hospitalization since that time has been 
steadily decreasing (fig. 3). 

READMISSION 


There were 32 cases with readmission in the ten year period, approxi- 
mately 8 per cent of all cases. Most of these occurred in the period 
prior to the administration of sulfonamide drugs (fig. 4). 
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REPORT OF UNUSUAL CASES IN THE SERIES 


Case 1.—C. R., a white man aged 28 and born in Italy, complained of constipa- 
tion for two years and was admitted to the dermatologic wards at Bellevue hospital 
on Dec. 1, 1936. Examination revealed indurated boggy tissues of the perianal 
region. The anal canal was almost entirely sclerosed. The patient had enlarged 
matted cervical lymph nodes. The question arose of lymphogranuloma venereum’s 
affecting simultaneously the cervical and inguinal lymphatic nodes. The reaction 
in the intradermal test with Frei antigen was positive.6 The final diagnosis -was 
lymphogranuloma venereum with stricture of the rectum and tuberculous lymph- 
adenitis of the cervical region. The patient was discharged on December 22, 
improved with treatment with sulfonamide drugs. 

CasE 2.—P. J., a Negro woman aged 26 and born in the United States, was 
admitted to the dermatologic wards at Bellevue hospital on Aug. 12, 1937. Five 
years previously she noticed a “lump around the privates,” which was cauterized 
at that time. About one month before the present examination a mass developed in 
the rectum, which increased in size and ulcerated. Examination showed a 
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Fig. 4—Chart showing the number of cases in which readmission was required 
before and after the use of sulfonamide drugs. 


fungating ulcerating mass, about the size of a silver dollar, on the border of the 
anus and extending into the anal canal. The reaction in the intradermal test with 
Frei antigen was positive. A Wassermann reaction of the blood was negative. 
Roentgenologic studies of the rectum showed a tubular narrowing of the rectum, 
characteristic of lymphogranuloma venereum. A biopsy of the anal mass revealed 
a squamous carcinoma. A diagnosis of lymphogranuloma venereum and carcinoma 
of the anus was made. The patient received Frei antigen intravenously and 
radiation and was discharged on October 6 as improved. 

Case 3.—A. Y., a Negro aged 18 and born in the United States, complained 
of a mass in the right inguinal region of three weeks’ duration. He was admitted 
to the dermatologic wards at Bellevue hospital on Nov. 8, 1939. Examination 
showed a walnut-sized tender mass in the right inguinal region discharging greenish 
yellowish pus. The reaction in the intradermal test with Frei antigen was positive. 
The reaction in the test with H. ducreyi vaccine and the Wassermann reaction 


6 Frei, W.: New Skin Test in Inguinal Lymphogranuloma, Klin. Wchnschr. 
4:2148-2149 (Nov. 5) 1925. 
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of the blood were negative. The patient received sulfanilamide, 20 grains (1.3 Gm.) 
three times a day for eight days, and was discharged December 31. He was 
readmitted on Jan. 21, 1942, with rectal stricture. A colostomy was performed. 
This operation was followed by a sigmoidectomy. The patient died soon after the 
second operation. 

Case 4.—M. C., a Negro aged 58 and born in the United States, complained of 
swelling of the scrotum, difficulty in urination and loss of weight of 40 pounds 
(18.1 Kg.) in the past eight months. He was admitted to the dermatologic wards 
at Bellevue hospital on Nov. 27, 1939. Examination revealed multiple sinuses 
draining yellowish pus on the posterior aspect of the scrotum. The left testicle 
was soft and atrophic. There was a hard nontender mass in the right side of the 
scrotum. The reaction to an intradermal test with Frei antigen was positive, and 
the Wassermann reaction of the blood was negative. A smear of pus from the 
scrotum showed numerous polymorphonuclear leukocytes, but no tubercle bacilli. 
There were innumerable white blood cells in the urine. A diagnosis of lympho- 
granuloma venereum was made, and the patient received sulfanilamide, 10 grains 
(0.65 Gm.). four times a day for sixteen days. He was discharged on December 26 
as improved. 

Case 5.—H. B., a Negro aged 35 and born in the United States, complained of 
swelling in the right hip and right groin of two years’ duration. He was admitted 
to the dermatologic wards at Bellevue hospital on Oct. 16, 1940. Examination 
revealed a large 15 by 15 cm. indurated pigmented mass in the right hip, which 
had multiple depressed scars and discharging sinuses. In the right inguinal region 
there was a mass of matted glands and draining sinuses. The reaction in an intra- 
dermal test with Frei antigen was positive, and the reaction to a test with H. 
ducreyi was positive. The reaction to the intravenous Frei test was positive. 
The reaction to the tuberculin test was positive in dilution of 1 to 10,000 and 
negative in dilution of 1 to 100,000. A report of biopsy of tissue from the hip 
was chronic productive inflammation. The Wassermann reaction of the blood 
was negative, and proctoscopic examination revealed no abnormalities. A diagnosis 
of lymphogranuloma venereum was established. The patient received radiation to 
the hip region and bacterial vaccine made from the typhoid bacillus intravenously. 
He was discharged on November 21 as improved. This case was reported in 
detail by one of us (M.J.C.) and DeOreo.? 

Case 6.—L. D., a Negro woman aged 27 and born in the United States, com- 
plained of constipation and rectal discharge for six years and was admitted to the 
dermatologic wards at Bellevue hospital on April 8, 1942. Examination revealed 
massive edema of both labia, extending into the rectum. A protoscopic examination 
showed a rectal fistula and a rectovaginal fistula. The reaction to the intradermal 
test with Frei antigen was positive. The Wassermann reaction of the blood was 
negative. A sigmoidectomy was performed on April 20, followed by a sacro- 
perineal resection on May 14. <A vulvectomy was advised. The patient was 
discharged on June 3 as improved. 

SUMMARY 


Three hundred and eighty-eight patients with lymphogranuloma 


venereum were admitted to the dermatologic wards at Bellevue. hospital 
in the ten year period from 1936 to 1945, inclusive. Of these, 71.7 per 


re Costello, M. J., and DeOreo, G.: Lymphogranuloma Venereum: Report of 
an Unusual Example Involving the Lymphatic Glands of the Buttock and Adjacent 
Regions, Arch. Dermat. & Syph. 43:997-999 (June) 1941. 
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cent were men. Seventy-three per cent of the patients admitted with 
this disease were Negroes. The average age was 30.4 years, and the 
average duration of the inguinal adenopathy prior to hospitalization was 
thirty and seven-tenths days. 

In 88.3 per cent of the patients the genitals and inguinal lymph nodes 
were involved, while in 10.3 per cent the rectum was involved. Sixty- 
five per cent of the patients with rectal involvement were women. Seven 
and nine-tenths per cent of the patients had rectal stricture, 25 per cent 
of which occurred in men. The average temperature on admission was 
100 F. Twenty-nine and four-tenths per cent of the patients with 
genitoinguinal involvement had a primary lesion. Twenty-five and five- 
tenths per cent of the patients also had syphilis; 5.2 per cent had 
chancroid, and 6.9 per cent had gonorrhea. 

The reaction to the intradermal test with Frei antigen was positive 
in 95.5 per cent of the patients tested. The reaction to the intravenous 
test with Frei antigen was positive in 86 per cent of those tested. 

In 2.7 per cent there was reaction from the sulfonamide drugs, mainly 
conjunctivitis from sulfathiazole. Sulfonamide drug therapy consider- 
ably shortened the period of hospitalization in the average case. 


CONCLUSIONS 


1. The history obtained from the male patients with rectal involve- 
ment should be more definite and searching to determine the factor of 
rectal intercourse and in white men whether there has been sexual rela- 
tionship with Negro women. 

2. If the reaction in the intradermal test with Frei antigen is negative 
at first, it should be repeated in the patients with early enlargement of 
inguinal lymph nodes. 

3. The sulfonamide drugs and bed rest constitute the best treatment 
at present for the patients with early lymphogranuloma venereum. 

4. Incision and drainage should not be instituted in these cases. 
Surgical intervention in the cases of early disease should be reduced toa 
minimum. In all cases of “inguinal abscess” and perianal infection and 
abscess there should be an intradermal test with Frei antigen before 
operation is performed. 

5. Patients having urethral discharge with inguinal adenopathy should 
have an intradermal test with Frei antigen. So-called nonspecific 
anterior urethritis may be the initial manifestation of lymphogranuloma 
venereum. 

6. Patients with lymphogranuloma venereum should have a procto- 
scopic examination as soon as the diagnosis is established and periodic 
examinations to ascertain the existence of anorectal disease. 
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7. In all cases of prolonged obscure rectal complaints there should 
be an intradermal test with Frei antigen and a proctoscopic examination. 
_ 8, Patients who have lymphogranuloma venereum with rectal involve- 
ment should have a course of treatment with sulfonamide drugs before 
operation is performed. In patients with proctitis the sulfonamide drugs 
are of definite value. Rectal stricture may necessitate surgical interven- 
tion. 

9. The most formidable complication of lymphogranuloma venereum 
is rectal stricture. 

10. Close cooperation of the dermatologist, proctologist, surgeon 
and internist is essential in the control and treatment of this disease. 


140 East Fifty-Fourth Street, New York 22, N. Y. 
14 Maple Street, Springfield, Mass. 





Clinical Notes 


VIABILITY OF FUNGUS IN HAIRS FROM PATIENTS 
WITH TINEA CAPITIS 
1. Microsporon Audouini 


FREDERIC A. GLASS, M.D. 
BALTIMORE 


Ringworm of the scalp is now rampant in widely scattered sections of the 
United States: Boston, New York, Philadelphia, Pittsburgh, Chicago, Baltimore 
and Washington, D. C., and new cities are constantly being added to the list. 
Prior to the recent war, the two most prevalent species of fungi, Microsporon 
lanosum and Microsporon audouini, shared more or less equally in the causation 
of at least 95 per cent of all cases. Today, observers are reporting that M. audouini 
is accounting for from 80 to 100 per cent of such infections; the resistance of this 
type of infection to commonly used chemicals is well known. 

The mere viability of the spores extra corpus and the fact that they remain viable 
for a period of time on furniture, such as the backs of motion picture seats, as well 
as on combs and hair brushes may be taken for granted. In addition, it is desirable 
to learn how long they remain viable extra corpus. An approach to the answer 
is offered in this study. The results are only suggestive and should not be con- 
strued as pertaining to all environments into which hairs and/or spores might fall. 
Since the hair samples which are the basis of this report had previously yielded 
a nearly equal number of positive cultures of M. lanosum and M. audouini, it was 
possible to compare the viability extra corpus of these two species and to consider 
the significance of the observations in their epidemiologic behavior. 


MATERIALS 


Forty samples of hairs which had been preserved in black paper in envelopes 
in a laboratory were employed. They had previously yielded 22 cultures of M. 
lanosum and 18 cultures of M. audouini. The 22 samples of M. lanosum were 
planted on Pennsylvania modification of Sabouraud’s medium and, for purposes of 
confirmation, on rice medium. The 18 samples of M. audouini were also planted on 
Pennsylvania modification of Sabouraud’s medium and, in a supplementary way, 
on potato medium. The laboratory age of the M. audouini hairs ranged from 190 
to 1,454 days, and that of the M. lanosum hairs ranged from 316 to 1,214 days. The 
planting of M. lanosum hairs was purposely delayed until they attained ages of 
“upward of 1 year,” because this was the critical age, so to speak, at which cultures 
could be expected to die out. 

RESULTS 

As to the M. audouini samples, nine of the 18 M. audouini samples (50 per cent) 
yielded cultures. Their laboratory ages, calculated to the time of planting, were 
as follows: 460, 416, 371, 321, 321, 315, 238, 237 and 190 days. Of 13 samples 460 


From the Department of Dermatology, Johns Hopkins Medical School and 
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days old or less, 9 yielded cultures (70 per cent). Of the 7 samples with laboratory 
ages of 321 days or less, only 1 failed to grow. In short, about 85 per cent of the 
samples contained viable fungous spores, provided that they were not older than 321 
days. No growth was secured from the 5 samples 479 days or older. 


Results of Cultures 








Date Specimen Secured Laboratory Age, Days Oultures 
M. Audouini 


+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 





As to the M. lanosum samples, only 2 of the 22 (9 per cent) yielded cultures. 
Their laboratory ages, calculated to the time of planting, were 316 and 342 days. 
Twenty samples varying in laboratory age from 348 to 1,214 days failed to grow. 


SUMMARY 
Forty preserved samples of hairs from the same number of patients with tinea 
capitis, representing a nearly equal number of cases of infection with Microsporon 
lanosum (22) and Microsporon audouini (18), were cultured on appropriate mediums. 
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Nine of the 18 M. audouini samples (50 per cent) yielded cultures after intervals 
ranging from 190 to 460 days. Six of 7 M. audouini samples up to 321 days of age 
yielded cultures (85 per cent). Therefore, hairs and spores from patients infected 
with M. audouini which are transferred into certain environments may be reason- 
ably regarded as infectious for other susceptible persons in 85 per cent of cases 
for upward of a year. Only 2 of the 22 M. lanosum samples (9 per cent) yielded 
cultures after intervals ranging from 316 to 342 days. Therefore, hairs and spores 
from patients infected with M. lanosum which are transferred into certain environ- 
ments may be regarded as infectious in only 10 per cent of cases. This circumstance 
parallels our epidemiologic knowledge of this relatively less resistant species and 
might explain, at least in part, the persistence of the present epidemic. 


833 Park Avenue. 





DERMATITIS FOLLOWING THE USE OF NITROFURAZONE 


WILLIAM R. HILL, M.D. 
Assistant Physician and Assistant in Dermatology, Massachusetts General Hospital 
and 
WILLIAM E. FLOOD, M.D. 
Graduate Assistant in Dermatology, Massachusetts General Hospital 
; BOSTON 


A new group of bacteriostatic agents, the nitrofurans, of which 5-nitro-2- 
furaldehyde semicarbazone ! is an example, has been found effective in the treatment 


of infected wounds.2 To our knowledge, no examples of cutaneous sensitization to 
this particular group of drugs have been reported. . 

Recently, we have had the opportunity of studying a patient in whom dermatitis 
developed following the application of an ointment containing 5-nitro-2-furaldehyde 
semicarbazone to an ulcer of the leg. 


REPORT OF A CASE 


L. B., a white man aged 40, consulted one of us (W. R. H.) on Feb. 6, 1946, 
for treatment of a mild acneform eruption. The eruption consisted of numerous 
small papulopustular lesions on the shoulders. Routine treatment with sulfur 
lotions and ultraviolet radiation was instituted in an attempt to heal these lesions 
prior to surgical treatment of a recurrent dislocation of the right humerus. 


On April 3, at which time the acneform eruption was almost healed, the patient 
called attention to an ulcer on the medial aspect of the left leg, which had been 
present for three weeks. The ulcer, which measured 2.5 by 3 cm., presented a 
punched-out appearance, with a ycllow granulating base and erythematous slightly 
raised border. 

The patient was instructed to apply an ointment containing 5-nitro-2-furaldehyde 
semicarbazone to the ulcer morning and night and to cover it with a bandage. 


1, “Furacin,” manufactured by Eaton Laboratories, Inc., Norwich, New York. 
2. Downing, J. G.; Hanson, M. C., and Lamb, M.: The Use of 5-Nitro-2- 
Furaldehyde Semicarbazone in Dermatology, J.A.M.A. 188:299-306 (Feb. 1) 1947. 
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Fig. 1.—A, psoriasiform lesions two days after application of the ointment. 
B, papular lesions at the lower angle of the right scapula, where adhesive tape had 
been previously applied. The photograph was taken two days after application of 
the ointment. C, appearance of the eruption nine days after application of the 
ointment. Two punched-out lesions are at biopsy sites. The upper one is also the 
site of the larger psoriatic lesion seen in figure 1 and the lower from lesions seen 
in figure 2. Adhesive tape marking surrounding the upper site did not result in 
dermatitis when adhesive tape was applied five days after the eruption appeared. 
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The first application was made in the late afternoon on April 5. The following 
morning he noted, on awakening, a pruritic eruption on the upper part of the 
back, the forearms and the hands. This extended to the lower extremities within 
the next twenty-four hours. No new lesions developed subsequently, but some 
lesions enlarged and coalesced. The face was not involved. 

Examination.—When the patient was examined two days later, numerous discrete 
papules were observed on the upper part of the back, arms and legs, including 
the elbows and knees. The majority of the lesions were covered with a white 
micaceous scale (fig. 14). When the scale was abraded, small bleeding points were 
seen. On the palms and soles sago-grained vesicles were noted. At the lower 
angle of the right scapula and extending toward the midline were two sharply 
demarcated patches of dermatitis, the borders of which intersected to form an 

















Fig. 2.—Edema and thickening of the epidermis, with elongation of rete pegs. 
One small microabscess (low power magnification; eosin-methylene blue). 


angle of 70 degrees. These patches were composed of numerous discrete to con- 
fluent pinhead-sized papules covered with silvery scales (fig. 1B). Inquiry 
revealed that at the time of injury to his shoulder four months before, he had had 
adhesive tape applied in this exact pattern. The periphery of the ulcer was also 
noted to be tender, reddened and edematous. 

The patient denied the use of medications by mouth, including bromides or 
iodides, prior to the appearance of either the acneform eruption or the present 
dermatitis. He was advised to stop all local medication, and ten days later the 
psoriasiform lesion had completely disappeared (fig. 1C). 

Laboratory Data.—Specimens of skin were removed for biopsy five days after 
the appearance of the eruption. One section was removed from a discrete lesion 
simulating a psoriatic papule and another from the patch where the adhesive tape 
had been applied. The sections, fixed in 10 per cent solution of formaldehyde, were 
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stained with eosin methylene blue. Histologic observations in both specimens were 
identical. The epidermis was edematous and thickened. The rete pegs, extending 
as finger-like projections, were increased in length. Scattered areas of parakera- 
tosis were seen, beneath many of which were microabscesses. The abscesses were 
composed predominantly of polymorphonuclear leukocytes and were similar to 
Monro’s abscesses. Probably the most striking change involved the prickle cell 
layer. Here the cells were normal in size and shape, but were separated from each 
other by decided intercellular edema, which gave the epidermis a mosaic-like 
appearance. The basal cell layer was intact, and except for moderate dilatation of 

















Fig. 3—Microabscess above the mosaic-like malphigian layer. The cells of this 
layer are pyknotic as a result of intracellular edema (high power magnification ; 
eosin-methylene blue). 


the cutis vessels and perivascular leukocytic infiltration the remainder of the cutis 
was normal (figs. 2 and 3). 

Patch tests with the ointment which the patient had used and which contained 
5-nitro-2-furaldehyde semicarbazone were performed two weeks after the eruption 
had disappeared, and the reactions were negative after forty-eight hours. Patch 
tests with carbowax 1500 and propylene glycol also gave negative results. A 
patch test was made six weeks later with a sample of the ointment containing 
5-nitro-2-furaldehyde semicarbazone which he had applied to the ulcer, again 
vith negative results. 
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COMMENT 

While final proof of cause and effect is lacking, it appears that the eruption 

which the patient exhibited probably resulted from sensitization to 5-nitro-2- 

furaldehyde semicarbazone. The lighting up of a previously sensitized cutaneous 

site, the histologic observations in specimens of skin removed for biopsy, which 

reveal a picture similar to that seen in psoriasiform eruptions due to drugs, and the 
course of the eruption support this assumption. 


520 Commonwealth Avenue. 





CUTANEOUS DISEASES AMONG ARMY PERSONNEL IN JAPAN 


HARRY SIGEL, M.D. 
NEW HAVEN, CONN. 


Cutaneous diseases among army personnel in Japan were modified to a great 
extent by circumstances which were different from any that had been encountered 
during the preceding war years. With the war over, the soldiers’ fears and anxieties 
were lessened, living quarters were more comfortable, facilities for cleanliness 
were more easily available and strenuous training or fighting over terrain, which 
had often been the cause of the onset or aggravation of dermatoses, had ceased. 
The incidence of neurodermatitis and other neurogenic dermatoses dropped con- 
siderably. Dermatitis venenata from poisonous vegetation disappeared, and the 
incidence of complicating ecthyma, pyoderma and cellulitis became less frequent. 

On the other hand, the men and women of the occupation army were living in 
a country disrupted economically and socially, with health and sanitation among 
the natives at a low level. Fraternization produced consequential parasitic diseases 
and venereal infections. Scabies became the most frequently seen cutaneous disease, 
and the incidence of venereal disease reached a high level. During the first half 
of 1946 there had been smallpox and typhus epidemics of great proportions among 
the Japanese. This was reflected in small outbreaks of these diseases among the 
American personnel. Three cases of cutaneous diphtheria occurred, which probably 
also originated from native sources. 

The majority of the personnel in Japan during the earlier months of the 
occupation had previously been serving in the southern and western Pacific areas, 
and cutaneous diseases were carried over from these areas. Thus, many persons 
with severe trichophytosis and cystic acne and a small number with atypical lichen 
planus were seen. In addition, urticaria, caused by heat, exertion and excitement 
and which seemed to be associated with the abrupt change from the hot climate 
of the Philippine Islands to the colder climate of Japan,! developed in a group of 
persons. 

The number of patients with cutaneous diseases seen in Japan was further 
influenced by the fact that for some of them separation from the service was immi- 
nent, and they were apt to attend to mild dermatoses, such as verrucae, acne, 
and seborrhea, before returning to civilian life. Conversely, these patients would 
minimize severe dermatoses, so that they would not be detained by hospitalization. 


1, Sigel, H.: Urticaria Caused by Heat, Exertion and Excitement: A Report 
on Twenty-Two Cases Among American Soldiers in Japan, Arch. Dermat. & Syph., 
to be published. 
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STATISTICAL DATA 


The statistics presented herein were taken from the records of the patients seen 
in the dermatologic clinics and wards of the Three Hundred and Sixty-Fourth 
Station Hospital in Kyoto from Dec. 5, 1945 to Feb. 18, 1946 and of the Thirteenth 
General Hospital in Osaka from Feb. 18 to June 5. One hundred and fifty-four 
new patients were seen at the former hospital, which served the Kyoto area only, 
while at the hospital in Osaka, which served as the final echelon for the disposition 
of patients for the entire area of the island of Honshu south of Tokyo, 829 patients 
were seen. A diagnosis once given a patient was not repeated in the statistical 
data if the patient was returned for reconsultation or readmission for the same 


Comparison of Reported Geographic Incidence of Most Frequent Dermatoses 








Japan 


ct Sate Cali- 
Number of Virginia,* fornia,t Italy,t 
Patients Percentage per Cent perCent per Cent 


Scabies 21.0 3.3 7.2 14.96 
Superficial fungous infection (including 

tinea versicolor) 16.8 18.7 
Acne (all types) 8.2 i 5.5 
Dermatitis venenata 5.8 11.3 
Seborrheic dermatitis and eczema 5.7 aeee 3.7 
Urticaria and angioneurotic edema......... 4.9 2.7 1.8 
Pyoderm@......ssse0s Kededbbaas vans vanes eee 4.4 43 1.2 
Impetigo contagiosa 3.9 ose 3.7 
Verrucae 3.8 6.0 9.0 


Cellulitis 2.9 on eee 





19.05 
6.25 





* Woolhandler, H. W.: Dermatology in an Army Station Hospital, Arch. Dermat. & Syph. 


49:91 (Feb.) 1944. 
t Epstein, E.: Dermatologic Practice in a Station Hospital in Southern California: A Com- 


parison with Private Practice, Arch. Dermat. & Syph. 52321 (July) 1945. 
t Ladany, E.: Dermatology in an Army Station Hospital Serving in Italy, Arch. Dermat. 


& Syph. 522335 (Nov.-Dec.) 1945. 


disease. However, if several dermatoses were observed, each diagnosis was included 
in the statistical study. Such diseases as verrucae, nevi and mild seborrhea were 
not included unless the patient specifically requested treatment for them. The 
total number of patients studied was 983, with a total of thirteen hundred and three 
diagnoses and seventy-nine different entities. The ten most frequently seen der- 
matoses (table) constituted 77.4 per cent of the cases. Statistics for venereal disease 
were not included, because they could not adequately be discussed in a single paper 
with cutaneous diseases, although the section for venereal diseases was an active 
part of the dermatologic service. 


MOST FREQUENTLY SEEN DERMATOSES 


It is interesting to compare the ten dermatoses most frequently seen in Japan 
with their incidence in other geographic areas (table). Although superficial fun- 
gous infections in Japan were superseded in highest frequency by scabies, there 
was no actual decrease in incidence of fungous infections compared with the 
incidence in other geographic areas (table). The severity and complications of the 
fungous infections in Japan were not as great as those reported from Italy and 
the South Pacific. 

The high incidence of scabies is easily accounted for by the unhygienic condi- 
tions among the Japanese civilians, coupled with the ease and frequency of fraterni- 
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zation among American troops. Pediculosis was easily eradicated at the company 
aid level and was seldom seen in the hospitals except as an incidental observation. 

The patients with acne were of two main groups: (1) patients with severe acne 
who had been carried over from the South Pacific areas and (2) those with mild 
acne who had sought treatment for cosmetic reasons. The latter group consisted 
to a large extent of nursing and Red Cross personnel. 

Contact dermatitis was most often caused by overtreatment for trichophytosis 
and scabies. However, there were a number of patients with sensitivity to penicil- 
lin, wool, Japanese lacquer and soap. There were no cases of dermatitis venenata 
due to poisonous vegetation. 

Urticaria, largely due to heat, exertion and excitement, appeared with unusual 
frequency. Twenty-two patients with urticaria were studied and have been reported 
on separately.1 Other frequent causes of urticaria were sensitivity to penicillin, 
“scratch” allergic reactions and infection with intestinal parasites. The disease 
in many cases was of undetermined cause. 

Pyoderma and cellulitis were usually secondary to trichophytosis or scabies. 
The incidence of impetigo was not of unusual frequency. 

Patients with verrucae were seen in the surgical as well as in the dermatologic 
clinics, and the incidence listed does not, therefore, indicate the entire number of 
patients with verrucae appearing at the hospitals. 


UNUSUAL CASES 


The incidence of other dermatoses decreased rapidly and constituted only 22.6 
per cent of the total number of cases. Eight patients with atypical lichen planus 
in this study had taken quinacrine hydrochloride (“atabrine”) suppressive therapy 
for malaria and had all previously served in the South Pacific theater. It was often 
difficult to differentiate between a possible case of atypical lichen planus and severe 
seborreic dermatitis, allergic eczematous dermatitis or exfoliative dermatitis. 
However, diagnoses were easily made for those patients having hypertrophic 
violaceous lichenified lesions or mucomembranous lesions. 

One of the patients with atypical lichen planus had associated severe hypoplastic 
anemia. This patient was improved with blood transfusions, iron and extract of 
liver therapy and a diet rich in vitamin content but he continued to have minor 
attacks of anemia in spite of this treatment. 

Three patients with diphtheria of the skin were seen during a minor epidemic 
of faucial diphtheria. In 2 patients the infection appeared at first to be trichophy- 
tosis of the toes, complicated by pyogenic cellulitis. The diagnosis was made when 
the infection failed to respond to treatment with penicillin and on the basis of 
smears and cultures, which were positive for Corynebacterium diphtheriae. In 
the third patient, debilitated by chronic colitis, the infection appeared as a perianal 
ulcer. 

There was 1 case of autoinoculation chancroid of the leg and thigh. This 
occurred in a 19 year old Negro soldier who had chancroidal ulcers of the penis 
and admitted scratching his leg and thigh after the appearance of the penile 
ulcers. Well defined crusted purulent ulcers appeared on his left leg and thigh, 
simulating ordinary pyoderma. Smears from these lesions were positive for 
Hemophilus ducreyi. 

Of the rare diseases, there appeared a single case each of keratosis blennorr- 
hagica, parapsoriasis (en plaque), follicular keratosis (Darier) and urticaria 
pigmentosa. 
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TREATMENT 


About half the cases were of scabies and trichophytosis and complicating pyo- 
derma and cellulitis. The great majority of patients with scabies received 10 per 
cent sulfur inunction for two consecutive days. A smaller group of patients 
received a 10 per cent benzyl benzoate compound mixture containing also 1 per 
cent 4,4,-dichlorodiphenyltrichloroethane (DDT) and 2 per cent procaine hydro- 
chloride in ethyl alcohol. These patients also had the two day treatment and had 
equally good results. Only the patients with severe scabies and secondary infection 
were hospitalized. 

Patients with severe trichophytosis and secondary infection were also hospital- 
ized. The patients with pyogenic infection were given penicillin, intramuscularly, 
as a rule, and wet dressings of solution of aluminum acetate. In cases of mild 
or subsiding disease treatment was with half-strength ointment of benzoic and 
salicylic acid or half-strength Castellani (carbol fuchsin) paint as indicated, the 
former being used only for dry scaly lesions. 

Penicillin was used extensively for infectious dermatoses and was of inestimable 
value. Pyoderma, cellulitis, impetigo, sycosis barbae, furunculosis and pyogenic 
ulcers usually responded rapidly to intramuscular administration of penicillin. 
Improvement of secondary infection in patients with scabies and superficial fungous 
infection could be counted on so consistently that an unusual type of infection was 
suspected if improvement was delayed beyond three or four days. Intramuscular 
injections of penicillin were given in doses of 25,000 units four times a day. It was 
not necessary that treatment be continued during the night except in patients with 
unusually severe infection or with systemic symptoms. Penicillin wet dressings 
(250 units per cubic centimeter of solution) were often used in conjunction with 
intramuscular injections of penicillin, but the too frequent occurrence of contact 
dermatitis due to sensitivity to local application of penicillin precluded their use 
as a routine measure in cutaneous infections. Penicillin ointment was used infre- 
quently, because it seemed less effective than the solution and was as much or 
more of an irritant. 

The incidence of urticaria due to intramuscular administration of penicillin was 
rather high. However, the occurrence at one time of a group of such cases was 
traced to a single batch of ampules having the same serial number, and it was felt 
that the, urticaria was due to some contaminant in that particular batch. Patients 
with sycosis barbae required prolonged penicillin therapy. Since these patients 
were usually ambulatory, they were treated in the clinic twice daily with 50,000 
units of penicillin by intramuscular injection and were given 5 per cent sulfadiazine 
ointment or 5 per cent ammoniated mercury ointment for local use. This treatment 
was required for six to eight weeks before complete subsidence of the infection 
could be obtained. 

Occasionally oral administration of sulfadiazine was combined with intramus- 
cular injection of penicillin in patients with severe or stubborn infection. This was 
especially efficacious in several patients with infectious eczematous dermatitis of 
the periaural areas, in whom the infection of the external auditory canal had been 
persistent and had not responded to these medicaments given singly. 

Histamine desensitization was done frequently in patients with urticaria, 
especially in those in whom the disease was associated with heat, exertion and 
excitement. A small number of these patients seemed to respond to this type of 
treatment. aw 

Treatment with roentgen rays was not available. Ultraviolet irradiation was 
used for acne, psoriasis, seborrheic dermatitis and pityriasis rosea. Nevi and warts, 
including plantar warts, were removed with electrodesiccation. 


85 Trumbull Street. 





Obituaries 


MICHAEL L. RAVITCH, M.D. 
1867-1947 


Dr. Michael L. Ravitch died on Jan. 11, 1947, in New York, at 
the age of 79. The cause of his death was thrombosis of the coronary 
artery. Dr. Ravitch was born in Moscow, Russia, in 1867. He 
graduated from the University of Moscow in 1889 and received his 
medical degree at the Central Medical College of St. Joseph, Mo., 
in 1895. He started practice in Kentucky, first in Lexington and 
later in Louisville. His chief interest soon became the study and 
practice of dermatology and syphilology. Many papers published during 
this period showed his preoccupation with a variety of problems, rang- 
ing from lupus erythematosus, pellagra and the role of the thyroid 
gland as a factor in chronic urticaria to the relation of focal infection 
to certain dermatoses. 

His interest in malignant tumors of the skin and his impatient 
desire to improve the level of dermatologic therapy attracted him to the 
use of roentgen rays for cutaneous diseases while this field was still in 
its infancy. Chronic radiodermatitis of both hands testified to his 
pioneering work of those early days and caused him much discomfort 
in later life. 

He served on the editorial staff of the Jefferson County, Kentucky, 
Medical Journal and was active in several hospitals in Louisville. 
During World War I, he was a consulting dermatologist to Camp 
Zachary Taylor. 

Despite these professional achievements, Dr. Ravitch, driven by 
his unused energies, left his flourishing practice in Louisville, after 
World War I, to settle in Chicago. He joined the dermatologic staff 
of the Michael Reese Hospital and became Professor of Dermatology 
in the Post-Graduate Hospital and Medical School of Chicago. He 
worked in these institutions from 1921 to 1931 and made many friends 
among his colleagues and patients. This was largely due to his pleasant 
personality and his cultural background, which expressed itself in a 
passionate interest in music, a wide knowledge of literature and wide 
travel, from which he gained diversified experience. 

Ill health induced Dr. Ravitch to move to California in 1931, where 
he participated in an experiment in group practice. His retirement 
from active practice in 1935 did not lessen his interests in medicine. 
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At the age of 65 he began to write his book, ““The Romance of Russian 
Medicine,” published in 1937. When he was in his seventies, he started 
his work on the life of Metchnikoff, but a prolonged and serious illness 
prevented its continuation. 

During his medical career Dr. Ravitch published more than thirty- 
five papers. His writings reveal his true qualities, not only as a physician 
but also as a man. Of a dynamic character, highly critical, witty and 
frank, he used the pen masterfully. He constantly searched for the 
causative factors of various dermatoses and used his broad knowledge 
and experience to evaluate critically old and new methods of dermatologic 


therapy. 
- His modern thinking and scientific approach can be best illustrated 


by a quotation from his paper on the relationship of focal infections to 
certain dermatoses, read before the Section on Dermatology and pub- 
lished in cooperation with Steinberg (Ravitch, M. L., and Steinberg, 
S. A.: Relationship of Focal Infections to Certain Dermatoses, J. A. 
M. A., 71: 1273 [Oct. 19] 1918): 


Now if we dermatologists have one fault, it is that in our enthusiasm, in our 
desire to clear up the many problems of diagnosis and etiology, in our efforts to 
place our treatment on a really scientific and rational basis, we have more than 
once gone to the extreme in taking up new fads and theories. How often what we 
have acglaimed one day we have had to renounce the next! Theories have come and 
gone—uric acid diathesis, autointoxication, trophoneuroses, internal secretions, 
anaphylaxis, focal infections—each hailed by the enthusiasts as the explanation 
of all the unsolved problems. Only too often the pendulum swings as far to the 
other extreme when the reaction comes, leading to denial of any value to the 
theory or to neglect of study of the subject entirely. Now this is ever our danger; 
that we are apt to lose our impartial judgment and render valueless any observa- 
tions we have made, owing to prejudices and preconceived theories; we take sides 
in a controversy before we have sufficient data at hand. Rather should we make 
it a point to take no sides in controversial argument, but to act as impartial judges 
in bringing out all the evidence, then, as impartial. jury, weigh its importance. 
We should be careful not to minimize, distort or conceal any evidence which may 
be opposed to what we have already begun to believe, nor to exaggerate what 
‘tends to prove our views correct. In this way we shall sooner arrive at well 
founded conclusions on which further investigations may be based; in this way 
we shall more surely get all the possible value out of any subject, and in this way 
we shall avoid the errors of faddism in which all of us have fallen at some time. 
It must be remembered, too, that even if we are disappointed by finding that what 
promised to open up a tremendous field in diagnosis or treatment has proved to 
be quite otherwise, still we have not wasted our time entirely; we shall have gained 
knowledge at least, and with every investigation we narrow down the number of 
possible causes and make more certain the ultimate solution of our most difficult 
problems 


Dr. Ravitch is survived by his widow, Mrs. Bettie Ravitch, and his 
daughter, Helen, wife of Dr. Solon S. Bernstein of New York. 


Paut Gross, M.D. 





News and Comment 


GENERAL NEWS 


American Board of Dermatology-and Syphilology, Inc.—The American 
Bo«rd of Dermatology and Syphilology, Inc., held oral examinations in Chicago 
on Oct. 24, 25 and 26, 1947. The following thirty-one candidates fulfilled the 
requirements of the Board and may now be referred to as diplomates: Albert Blau, 
M.D., Brooklyn; Robert N. Buchanan, M.D., Nashville, Tenn.; Thomas H. Diseker, 
M.D., Rochester, Minn.; George F. Emerson, M.D., Rochester, Minn.; Paul Fasal, 
M.D., San Francisco; Dorothy Fisher, M.D., Staten Island, N. Y.; Harold C. 
Fishman, M.D., Los Angeles; Alan P. Freedberg, M.D., Salem, Mass.; Milton 
Goldman, M.D., Sherman Oaks, Calif.; Paul R. Griffith, M.D., Berwyn, IIl.; 
Artemus B. Henningsen, M.D., Maywood, Ill.; Forest C. Hunter, M.D., Lima, 
Ohio; Norman Ingraham, M.D., Philadelphia; Lawrence Katzenstein, M.D., 
Philadelphia; George T. Lenahan, M.D., San Francisco; Eugene Loran, M.D, 
Chicago; Maurice Oppenheim, M.D., Chicago; Raymond C. V. Robinson, M.D., 
Baltimore; Eric E. Rosenberg, M.D., Stockton, Calif.; Abraham Rubinowitz, 
M.D., Columbia; S. C.; Ralph O. Ruch, M.D., Omaha; Emanuel M. Satuisky, 
M.D., Elizabeth, N. J.; Bencel L. Schiff, M.D., Pawtucket, R. I.; John P. Scully, 
M.D., Reading, Pa.; Raymond J. Sherer, M.D., Birmingham, Ala.; Chester M. 
Sidell, M.D., Grand Rapids, Mich.; George C. Smith, M.D., Florence, S. C.; 
Frank Stiles Jr., M.D., Lansing, Mich.; Eugene Wasserman, M.D., Dallas, Texas; 
Ralph W. E. Wise, M.D., Rochester, Minn., and Samuel H. Zoll, M.D., New York. 

The following candidates also passed the examinations and will become diplomates 
when the sum of their training and experience equals five years: Sydney J. Allman, 
M.D, Boston; Harold S. Appell, M.D., West Haven, Conn.; Harry Bellach, M.D., 
New Britain, Conn.; Abraham I. Binder, M.D., Lynn, Mass.; Max Braitman, 
M.D., West New York, N. J.; Lee Carrick, M.D., Detroit; Edward P. Cawley, 
M.D., Ann Arbor, Mich.; Thomas B. Darnell, M.D., Kansas City, Mo.; Eugene 
M. Farber, M.D., Rochester, Minn.; M. Allen Forbes Jr., M.D., Austin, Texas; 
Helen J. Hare, M.D., Rochester, Minn.; John R. Haserick, M.D., Minneapolis; 
John A. Heinlein, M.D., New York; Herbert M. Leavitt, M.D., Easton, Pa.; 
Frank Leone, M.D:, Kew Gardens, N. Y.; James L. Lynch, M.D., Rochester, 
Minn.; Kathleen A. Riley, M.D., Durham, N. C.; Richard J. Steves, M.D., Des 
Moines, Iowa; Hilda G. Straker, M.D., New York; James H. Strauch, M.D., 
Cleveland Heights, Ohio; Holman Taylor Jr., M.D., Fort Worth, Texas; Stephen 
T. Whelan, M.D., Philadelphia; Ford S. Williams, M.D., Hazleliurst, Miss.; and 
Ronald H. Witkov, M.D., Montreal, Canada. 

During the recent examination, Dr. Udo Wile assisted the Board in place of 
Dr. Hiram Miller,.whose untimely death deprives the Board of the services of a 
conscientious member whose loss has been keenly felt. Dr. Nelson Paul Anderson 
was elected by the Board to take Dr. Miller’s place as a representative of the 
Section on Dermatology and Syphilis of the American Medical Association. 

Prospective candidates for the examinations of the American Board who plan 
to qualify as A candidates are reminded that this classification will be abolished 
as of Jan. 1, 1949. On and after that date, candidates for the certificate of the 
Board must present evidence of training for three years in institutions approved 
by the Board or in part under qualified preceptors, with provision for at least one 
academic year in an institution approved as qualified to instruct the subjects in 
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basic science. The various schemes for satisfying the requirements may be found 
in the Syllabus published by the Board and which may be obtained by writing to 
the Secretary: Dr. George M. Lewis, 66 East Sixty-Sixth Street, New York 21, 
N. Y. 

The next oral examinations for A and B candidates will be held in Philadelphia 
on April 2, 3 and 4, 1948. The written examination for Group B is scheduled for 
Feb. 16, 1948. Applications for permission to take the examination should be in 
the hands of the Secretary not later than January 19. 


British Association of Dermatology and Syphilology.— The British 
Association of Dermatology and Syphilology will hold its annual meeting in 
Belfast, Ireland, on July 2 and 3, 1948. Invitation has been extended to derma- 
tologists of this country to attend. Those interested may communicate with 
Sydney Thomson, Secretary, 106 Harley Street, London W. 1, England. : 








CORRECTION 


The report by Dr. Walter C. Lobitz Jr. and Arnold E. Osterberg, Ph.D., entitled 
“Chemistry of Palmar Sweat: II. Chloride,” published in the October issue (56: 462, 
1947) emanated from the Department of Dermatology and Syphilology and the 
Division of Biochemistry, Mayo Clinic. The first footnote on page 462 was altered 
after attention was called to the fact that Dr. Osterberg was not at present in 
Rochester and incorrectly indicates that the work was done elsewhere than at the 
Mayo Clinic. 





Directory of Dermatologic Societies * 


INTERNATIONAL 
TENTH INTERNATIONAL CONGRESS OF DERMATOLOGY AND SYPHILOLOGY 
Oliver S. Ormsby, President, 25 E. Washington St., Chicago 2. 
Paul A. O’Leary, Secretary-General, 102-2d Ave. S. W., Rochester, Minn. 
Place: Chicago (tentative). Time: September 1950 (tentative). . 


FOREIGN 
CANADIAN DERMATOLOGICAL ASSOCIATION 
E. J. Trow, President, 207 Medical Arts Bldg., Toronto, Canada. 
N. M. Wrong, Secretary, 604 Medical Arts Bldg., Toronto, Canada. 
Place : Toronto. Time: June 1948, 


N. S. W. Brancu or BritisH ASSOCIATION OF DERMATOLOGY 
AND SYPHILOLOGY 
J. Witton Flynn, President, 175 Macquarie St., Sydney, N. S. W., Australia. 
Richard B. Perkins, Secretary, 141 Macquarie St., Sydney, N. S. W., Australia. 
Place: Royal Prince Alfred, St. Vincent’s, Royal North Shore and Lewisham ‘hos- 
pitals, Sydney, in rotation. Time: 4:00 p. m., last Friday in January, March, 
May, July, September and November. 


Nortu British DERMATOLOGICAL SOCIETY 
President: Senior dermatologist in city where meeting is held. 
A. Girdwood Fergusson, Secretary, 3 Ashton Rd., Glasgow W. 2, Scotland. 
Roya Society oF MEDICINE, SECTION OF DERMATOLOGY 


J. E. M. Wigley, President, 132 Harley St., London W. 1. 

R. M. B. MacKenna, Secretary, 8 Mansfield St., London W. 1. 

Place: Royal Society of Medicine, 1 Wimpole St., London W. 1. Time: 4:00 p. m., 
third Thursday of each month. 


SoctepAD MEXICANA DE DERMATOLOGIA 


Roberto Nufiez Andrade, President, Milton 9, Mexico City. 
Fernando. Latapf, Secretary, Zacatecas 220-6, Mexico City. 
Place: National School of Medicine, Mexico City. Time: 9:00 p. m., first Thursday 
of each month. 
NATIONAL 
AMERICAN MeEpICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 
Henry E. Michelson, President, 825 Nicollet Ave., Minneapolis. 
Clinton W. Lane, Secretary, 508 N. Grand Blvd., St. Louis 3. 
Place: Chicago. Time: June 21-25, 1948. 


AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLOGY 


E. A. Oliver, President, 55 E. Washington St., Chicago 2. 

Earl D. Osborne, Secretary, 471 Delaware Ave., Buffalo 2. 

Place: Palmer House, Chicago. Time: Second week in December 1948. 
AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY 


F, E. Senear, President, 55 E. Washington St., Chicago 2. 
George M. Lewis, Secretary, 66 E. 66th St., New York 21. ‘s 
* Secretaries of dermatologic societies are requested to furnish the information 
necessary for the editor to make this list complete and to keep it up to date. 
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AMERICAN DERMATOLOGICAL ASSOCIATION 
J. Gardner Hopkins, President, 102 E. 78th St., New York. 
Harry R. Foerster, Secretary, 208 E. Wisconsin Ave., Milwaukee, Wis. 
Place: Coronado Hotel, San Diego, Calif. Time: May 17-20, 1948. 


SociETY FOR INVESTIGATIVE DERMATOLOGY 


S. William Becker, President, 55 E. Washington St., Chicago 2. 
Samuel M. Peck, Secretary, 140 E. 54th St., New York 22. 
Place: Sherman Hotel, Chicago. Time: June 20, 1948. 


SECTIONAL 
CENTRAL STATES DERMATOLOGICAL ASSOCIATION 
Officers are the same as those of the city where the annual meeting is held. 
Place: Buffalo. Time: May 1948. 
New ENGLAND DERMATOLOGICAL SOCIETY 


Francis M. Thurmon, President, 520 Commonwealth Ave., Boston. 

G. Marshall Crawford, Secretary, 1180 Beacon St., Brookline, Mass. 

Place: New Haven Hospital, New Haven, Conn., and Massachusetts General and 
Boston City hospitals (in alternation), Boston. Time: 2:00 p. m., Feb. 11 and 
April 14, 1948. 


NorTHERN NEw JERSEY DERMATOLOGICAL SOCIETY 


John P. Kiley, President, 94 Park St., Montclair, N. J. 

Henri E. Abel, Secretary, 339 Union Ave., Elizabeth, N. J. 

Place: Academy of Medicine, Newark, N. J. Time: 8:00 p. m., second Tuesday 
in October, November, January, March and May. 


Pactric NorRTHWEST DERMATOLOGICAL SOCIETY 


John H. Labadie, President, 315 Medical Arts Bldg., Portland 5, Ore. 
Leon F. Ray, Secretary, 628 Medical Dental Bldg., Portland 5, Ore. 
Place: Place varies. Time: Third Thursday of May and October. 


Rocky MouNTAIN DERMATOLOGIC SOCIETY 


G. P. Lingenfelter, President, 910 Republic Bldg., Denver, Colo. 
David J. Musman, Secretary, 1024 Republic Bldg., Denver, Colo. 
Place: Selected prior to each meeting. Time: Selected prior to each meeting. 


SOUTHEASTERN DERMATOLOGICAL ASSOCIATION 


A. H. Lancaster, President, 608 W. Main Ave., Knoxville, Tenn. 
Leon Bryan, Secretary, Doctors Bldg., Columbia, S. C. 
Place: Columbia, S. C. Time: Sept. 5, 1948. 


SOUTHERN MEDICAL ASSOCIATION, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 
C. Ferd Lehmann, President, Medical Arts Bldg., San Antonio, Texas. 
W. A. Showman, Secretary, Medical Arts Bldg., Tulsa, Okla. 
SOUTHWESTERN DERMATOLOGICAL SOCIETY 


Louis G. Jekel, President, Professional Bldg., Phoenix, Ariz. 
George K. Rogers, Secretary, Lois Grunow Memorial, Phoenix, Ariz. 


STATE 


CALIFORNIA MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, 
DERMATOLOGY AND SYPHILOLOGY SECTION 


Maximilian E. Obermayer, President, 2007 Wilshire Blvd., Los Angeles 5. 
Werner W. Duemling, Secretary, 3367-4th Ave., San Diego, Calif. 
Place: San Francisco. Time: April 11-14, 1948. 
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Connecticut State Mepicat Society, SECTION ON DERMATOLOGY 
Albert Levenson, President, 881 Lafayette St., Bridgeport, Conn. 
Louis O’Brasky, Secretary, 1172 Chapel St., New Haven, Conn. 
Place: New Haven, Conn. 


FLoripA ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
Lauren M. Sompayrac, President, 459 St. James Bldg., Jacksonville. 
Wesley W. Wilson, Secretary, 1122 Citizens Bldg., Tampa. 
Place: St. Augustine. Time: April 1948. 


Hawatr DERMATOLOGICAL SOCIETY 
Harry L. Arnold Jr., Secretary, 881 S. Hotel St., Honolulu 53. 
Place: 881 S. Hotel St., Honolulu. Time: No meetings since war. Society plans 
to resume meetings every three months when possible. 


LouISIANA DERMATOLOGIC SOCIETY 


Barrett Kennedy, President, Hibernia Bank Bldg., New Orleans. 
V. Medd Henington, Secretary, 607 American Bank Bldg., New Orleans. 
Place: Charity Hospital, New Orleans, Time: Fourth Sunday of each month. 


MASSACHUSETTS MeEpDICAL Soctety, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 
Austin W. Cheever, President, 464 Beacon St., Boston. 
Maurice M. Tolman, Secretary, 636 Beacon St., Boston. 
Place: Hotel Statler, Boston. 


MEDICAL SOCIETY OF THE STATE OF NEW York, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 


Maurice J. Costello, President, 140 E. 54th St., New York 22. 


William F. Hoover, Secretary, 11 Physician’s Bldg., Jamestown. 
Place: New York. Time: May 1948. 


MepiIcaL SOCIETY OF THE STATE OF PENNSYLVANIA, 
SECTION ON DERMATOLOGY 


Herman Beerman, President, 255 S. 17th St., Philadelphia. 
Thomas Butterworth, Secretary, 411 Walnut St., Reading. 


MICHIGAN STATE MEDICAL Soctrety, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


John H. Cobane, President, 10 Peterboro, Detroit 1. 
Herbert H. Holman, Secretary, 2010 David Broderick Tower, Detroit 26. 


MINNESOTA DERMATOLOGICAL SOCIETY 


Harry A. Cumming, President, 1218 Medical Arts Bldg., Minneapolis. 
Rodney F. Kendall, Secretary, 1160 Lowry Bldg., St. Paul. 


TEXAS DERMATOLOGICAL SOCIETY 


William A. Clark, President, 1215 Walker Ave., Houston 2. 
W. Harris Connor, Secretary, 1215 Walker Ave., Houston 2. 
Place: Rotating. Time: Spring, coincident with Texas State Medical Association ; 
fall, October. : 
LOCAL 
BALTIMORE-WASHINGTON DERMATOLOGICAL SOCIETY 


Reuben Goodman, President, 1746 K St. N. W., Washington, D. C. 

Harry M. Robinson Jr., Secretary, 106 E. Chase St., Baltimore 2. 

Place: Baltimore and Washington. Time: Third Thursday of each month in 
alternate cities, October to May. 
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Bronx DERMATOLOGICAL SOCIETY 


Charles Wolf, President, 1 W. 81st St., New York. 
Henry Silver, Secretary, 290 West End Ave., New York. 
Place: Academy of Medicine. Time: Third Thursday of every month, October 
to May. 
BROOKLYN DERMATOLOGICAL SOCIETY 


Abraham Walzer, President, 20 Plaza St., Brooklyn 17. 

Irving N. Holtzman, Secretary, 135 Eastern Pkway., Brooklyn 17. 

Place: Brooklyn Hospital Dispensary, Ashland Place, Brooklyn. Time: Third 
Monday of each month, October to May. 


BuFFALO-ROCHESTER DERMATOLOGICAL SOCIETY 


Shepard Quimby, President, 287 Linwood Ave., Buffalo. 

Frank A. Dolce, Secretary, 468 Delaware Ave., Buffalo. 

Place: Edward J. Meyer Memorial Hospital, Buffalo, and Strong Memorial Hos- 
pital, Rochester, N. Y. Time: Second Tuesday of every month, October to 
May, inclusive. 


CENTRAL New YorK DERMATOLOGICAL SOCIETY 


Maxwell C. Snider, President, 106 Oak St.,- Binghamton. 
John Copeland, Secretary, 220 Lancaster St., Albany. 


CHICAGO DERMATOLOGICAL SOCIETY 


Francis W. Lynch, President, 350 St. Peter St., St. Paul, Minn. 

Leonard F. Weber, Secretary, 7 W. Madison St., Chicago 2. 

Place: Chicago. Time: Third Wednesday of each month except June, July, August 
and September. 


CINCINNATI SOCIETY OF DERMATOLOGY AND SYPHILOLOGY 


John Dalton, President, 911 Hume-Mansur Bldg., Indianapolis. 

Roy C. Kile, Secretary, Carew Tower Bldg., Cincinnati 2. 

Place: Cincinnati General Hospital, Cincinnati. Time: 8:15 p. m., first Wednesday 
of each month, October to May. 


CLEVELAND DERMATOLOGICAL SOCIETY 


George W. Binkley, President, 10515 Carnegie Ave. S. W., Cleveland 6. 

Donald N. MacVicar, Secretary, Rose Bldg., Cleveland 14. 

Place: Various local hospitals. Time: Fourth Thursday of each month, September 
to May. 

Detroir DERMATOLOGICAL SOCIETY 

Arthur C. Curtis, President, 511 First National Bidg., Ann Arbor, Mich. 

Herbert H. Holman, Secretary, 2010 David Broderick Tower, Detroit 26. 

Place: Local hospitals in Detroit and vicinity. Time: Third Tuesday of each 
month except June, July, August and September. 


Kansas City (Mo.) DermMato.ocicaL Society 


Charles C. Dennie, President, 1524 Professional Bldg., Kansas City. 
Thomas B. Hall, Secretary, 902 Professional Bldg., Kansas City. 
Place: Isolation Division, General Hospital. Time: 10 a. m., second Sunday of 
each month. 
Los ANGELES DERMATOLOGICAL SOCIETY 


Franklin I, Ball, President, 6253 Hollywood Bldg., Hollywood, Calif. 

Jud R. Scholtz, Secretary, 696 E. Colorado, Pasadena, Calif. 

Place: Good Hope Clinical Association. Time: Second Tuesday of each month, 
October to May. 
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MANHATTAN DERMATOLOGIC SOCIETY 


Maurice J. Costello, President, 140 E. 54th St., New York 22. 
Wilbert Sachs, Secretary, 6 E. 85th St., New York. 
Place: Each member’s office in rotation. Time: 8:00 p. m., second Tuesday of 
each month. 
METROPOLITAN DERMATOLOGICAL SOCIETY 


Thomas N. Graham, President, 118 E. 61st St., New York. 
Juan Larralde, Secretary, 105 E. 53d St., New York. 
Place: Offices of members. Time: Third Monday of each month, October to May. 


MONTREAL DERMATOLOGICAL SOCIETY 


Donald S. Mitchell, President, 1414 Drummond St., Montreal, Quebec. 

Georges Leclerc, Secretary, 418 Sherbrooke St. E., Montreal, Quebec. 

Place: Royal Victoria Hospital, Notre Dame Hospital, Montreal General Hospital 
and other hospitals. Time: October, February and April. 


New York AcApeMy OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


George M. Lewis, President, 66 E. 66th St., New York 21. 
Marion B. Sulzberger, Secretary, 962 Park Ave., New York. 
Place: New York Academy of Medicine, 2 E. 103d St., New York. 


New York DERMATOLOGICAL SOCIETY 


George M. Lewis, President, 66 E. 66th St., New York 21. 
John C. Graham, Secretary, 80 Hanson Pl., Brooklyn. 
Place: New York. Time: Fourth Tuesday of each month. 


OMAHA DERMATOLOGICAL SOCIETY 


Donald Wilson, President, Medical Arts Bldg., Omaha. 
Leonard J. Owen, Secretary, Stuart Bldg., Lincoln. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 
Reuben Friedman, President, 877 N. 6th St., Philadelphia. 
Douglass A. Decker, Secretary, 1648 Hamilton St., Allentown, Pa. 
Place: Philadelphia hospitals. Time: Third Friday of each month except June, 
July and August. 


PITTSBURGH DERMATOLOGICAL SOCIETY 


Harold R. Vogel, President, 3708 Fifth Ave., Pittsburgh 13. 

Townsend S. Baer, Secretary, Jenkins Arcade, Pittsburgh. 

Place: Falk Clinic, 3601 Fifth Ave., Pittsburgh. Time: Evening of third Thursday 
of each month except July and August. 


St. Lours DERMATOLOGICAL SOCIETY 
Garold V. Stryker, President, 634 N. Grand Blvd., St. Louis. 
Morris Moore, Secretary, 3427 Washington Blvd., St. Louis. 
Place: Barnard Free Skin and Cancer Hospital. Time: 8:00 p. m., third Monday 
of each month, October to May. 








